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Decadence and mental health 


Steeped as he was in the concept of the un- 
ending conflict between flesh and spirit, 
Freud echoed forebodings of many of the 
literary figures of his time when he asserted 
that neurosis was the price of civilization. 
Although he tried to reconcile man to his 
society, Freud was always more concerned 
with the faults of the individual than the 
faults of society. Yet individual "fault" 
for mental disability may well be only a 

reflection of social error. What causes 
emotional disability seems to be the de- 
cline, not the rise, of civilization. 

Decadence is the forlorn or tenacious 
clinging to established tenets regardless of 
whether such tenets are still useful. De- 
cadence in these terms refers not only to 
old established families of great wealth and 
distinction, but to all families (regardless 
of social position and prestige) who rigidly 
Maintain their empty edifices, who must 
live in tombs and insist that others see 
these tombs as useful houses. 

A society begins to decline almost as soon 
as it is organized whenever the necessity 
for maintaining its organization begins to 
seem more imperative than promoting 
growth. Ifa society is to flourish, the old 
or the “haves” can be afforded only so 
much leisure to savor their laurels as will 
not hamper the aspirations of the young 
or the “have nots.” 


The hypothesis that decadence produces 
mental disability raises many questions: 
Is the vitality of human movement pos- 
sible without some disdain for experience 
and social custom? Is the pride derived 
from tradition as effective a bulwark against 
emotional upheaval as the pride derived 
from accomplishment? With how many 
hollow traditions can we safely indulge 
ourselves? If we participate in form but 
not in spirit, do we thereby lessen the sting 
of decadent practices? 

Psychotherapy seeks to uncover and dis- 
card practices that had utility for the in- 
dividual at one time but are continued 
without regard to present rational neces- 
sity. The hope in therapy is that, as the 
patient rids himself of these now useless 
practices, he will undertake more activities 
consonant with his continuing necessities 
and likely to bring him ever-increasing sat- 
isfaction. If, then, it is a function of the 
therapeutic procedure to eliminate useless 
individual practices, it would seem that 
therapy would be helped if we eliminated 
from our social structure all of those social, 
ritualistic practices that are time-consum- 
ing and unproductive. 

Shall we then wipe out all vestigial rem- 
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nants of another era? Shall we obliterate all 
parades and ceremonies and concentrate 
solely on what is productive for the individ- 
ual or fun for him? Yet, parades and cere- 
monies, within limits, can be fun. What 
should be determined is how many of such 
ritualistic observances really interfere with 
man's interrelatednes, and how many 
should therefore be preserved, modified, 
or discarded. Thus, although the buttons 
on one’s coat sleeves serve no useful pur- 
pose and represent a nuisance when they 
occasionally fall off and have to be resewn, 
perhaps by a reluctant and complaining 
spouse, their presence does not materially 
affect social relationships. 

Many persons live more by obligation 
than by any search for pleasure. The more 


the importance of unrealistic obligations is ' 


enhanced, the greater are the difficulties 
that these people have in determining what 
obligations they have and what pursuits 
they should follow. We preach the doc- 
trine, for example, that one should auto- 
matically respect his parents, regardless of 
their character or their activity. This 
makes it difficult to distinguish between 
respect and deference and to determine 
realistically how much obligation the off- 
spring really owes his parents—how much 
respect they should struggle to earn from 
him and how much he, in turn, should 
struggle to earn from them. 

We foist hollow practices on our chil- 
dren, for instance, the injunction not to 
smoke when grandpa is in the house. Here, 
not only are we foisting our parents' biases 
on our children, but we are indicating to 
them as well that such practices are a 
mockery, since we are fulfilling our “ob- 
ligations” not at all in spirit but only to 
“get by." True, the children learn that 
the parents do not place the same value on 
these restrictions that the grandparents did, 
and that the parents are interested in adap- 
tive activity up to a point; but they do not 
acquire any regard for the capacity of 
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human beings to make realistic decision 
If the decision not to smoke “ 
grandpa’s in the house” is based on 
disadvantages of smoking, or on love 
grandpa, rather than on the fear o 
grandpa’s reprisal, or if the decision if 
based on what troubles grandpa, not ol 
the necessity to make life easier for mam 
and papa by catering to their compulsi 
deference, then such practices will nol 
produce conflicts and dissatisfactions. II 
however, the reason for acceding to grandpi 
is not discussed honestly by parents anl 
children, then the children can only fe 
scorn for their parents’ pusillanimity. Thi 
leads, in turn, to the children's having littl 
real respect for the parents’ notions and I 
the growing practice of various subterfuge 
and deceits. The parents’ edicts may thet 
be superficially obeyed, but secretly dt 
spised. 


Esprit de Corps 
Real and enduring morale is the produt) 
of morality. It is based on the acceptant 


havior among human beings. There i 
however, another kind of morale, a motak 
based on position, on status acq 
through one's background, or through th 
achievements of one’s ancestors. 
kind of morale, based on esprit de corps 
on the history of the regiment—canm 
serve as an enduring armor against the © 
mands of living. Yet, this is the kind 9 
morale that is often most sought by tf 
individual. It is as if the esprit of tV 
corporate body, having been hallowed | 
time and not having been dampened 1 
any appreciable extent by the vagaries © 
any particular individual, possesses 4 
cial solidity that no individual accomp 

ments could guarantee. The insignia © 
certain good college on one's luggage 9^ 
ting one apart immediately from 
mortals, and the stethoscope peeping 
from the pocket of a physician are ini 
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to guarantee, from the start, a status that 
the individual will not have to work for 
independently: the status has been earned 
for him by generations of other college 
students or physicians who have proved 
their superiority to the general run of mor- 
tals. As evidence that such esprit fails 
the individual, we have the facts that many 
soldiers have psychotic breakdowns on 
leaving the service and that many people 
devoted to a particular corporate cause 
have no substance or meaning beyond this 
cause and, when separated from it, are 
driven to various emotionally diseased 
solutions. 

How, then, shall we determine what is 
reasonable pride in something with which 
we are affiliated? Should we avoid being 
alumni? Should we avoid being the proud 
adherents of a particular school, devoted 
to its causes and proud of its accomplish- 
ments? What we have to differentiate are 
the nostalgic alumni, the contributing 
alumni, and those who make being alumni 
a profession. The life of the individual is 
not the sum of his corporate attachments. 
It is not built on the courage of others who 
died on the battlefield or the number of 
games won by his college football team. 
That a man should be pleased when his 
team wins a football game is one thing; 
that it should be a stunning blow to him 
when his team loses is another. 

What must be reiterated is the principle 
that a person’s pride cannot be derived 
from the accomplishments of his school, 
his church, his regiment, his nation, or his 
ancestors. The boundary line between 
respect for one’s heritage and ancestor- 
worship is a slim one. Whole nations have 
at times slipped over this boundary line 
and have gained their pride and stature 
solely from tradition. Having antecedents 
of reputed superiority may seem a simpler 
means of ensuring personal worth than 
expending personal effort. 

The worth of corporate dignity can be 


maintained only by keeping the particular 
"corporation" relatively small and rela- 
tively isolated. If there are too many col- 
lege graduates, then graduation from a 
particular ivy-league school is not as im- 
pressive as it would be if the numbers were 
kept small. If there are too many Aryans, 
or too many Rotarians, then the value of 
being affiliated with these groups is 
lessened. Thus, we reach the contradictory 
position that the supposedly good things 
of the world, if they are to stay good, must 
be too good for ordinary people to have. 

We sometimes go to great lengths to pro- 
tect our right to privileges. Medical as- 
sociations, for example, may cease to be 
scientific organizations trying to provide 
good medical service to the public and 
become propaganda groups devoted to 
proving the special distinction of their 
members. The virtues of higher educa- 
tion may be measured by the fraternity to 
which one belongs or the sabre scars one 
acquires. If education is to have real mean- 
ing, people must be measured not by their 
diplomas but by their activity. Because of 
our inability to determine merit, seniority 
has become the preferred method of evalu- 
ating a person's right to promotion. 


Setting Standards 


The setting of standards to ensure that 
only persons of “adequate” training and 
experience are granted certification or 
licensure may degenerate into the entrench- 
ment of ignorance if the standards set are 
related more to the whimsies of the stand- 
ard-setters than to the requirements of the 
position. Physicians trained in cupping 
might perhaps insist that anyone wishing 
to be called a physician should also be 
trained in cupping. Psychoanalysts de- 
voted to Freud might insist that only 
those who slavishly follow Freud be en- 
titled to be called psychoanalysts. There 
would, perhaps, be little to quarrel with 
in certificates that read “Trained Cupper,” 


or "Follower of Freud," but this would 
run contrary to the economics of the need 
of the physician to seek wide distinction 
from limited accomplishment, as well as 
to the economics of the need of the patient 
to find help in one place, rather than hav- 
ing to shop for many viewpoints. 

Where the requirements of a position of 
importance are nebulous or unknown, 
such as in political office, the tendency is 
almost always to confer the position upon 
someone of the same background or train- 
ing as the person conferring the honor has 
or admires. 

Ensuring that round pegs go into round 
holes requires constant attention to what 
is ritualistic and decadent in standard-set- 
ting practices and insistence that broad 
powers be granted only to men of breadth 
of vision. The ethical practices of scien- 
tific organizations that dissuade experts 
from criticizing one another, whether out 
of respect for one another's honest convic- 
tions or from fear of dismissal from the or- 
ganization, often make it difficult for the 
public or the patient to distinguish the 
quack from the honest pioneer. 


The Nouveaux Riches 


The nouveaux riches are often spoken 
of in great contempt. The implication is 
that they are pretending to a heritage they 
do not have, that they are trying to ape 
manners to which they are not accustomed. 
Only the well-entrenched are considered 
capable of facile graciousness. Do people 
really have to be “old rich” to cover their 
supposedly basic hostility with good man- 
ners? Or is it fundamental within our 
culture to believe that no one without 
“background” can be allowed as much 
pride in his accomplishments alone as 
someone who has “background?” 

A characteristic of the nouveaux riches 
is their constant effort to divorce them- 
selves from all of the relationships that 
might recall their real origins and to cling 
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constantly to the trappings of a heritag 
they do not have as the sole source of thé 
pride and status. By eliminating con 
with those who “knew them when,” 


glorious past, based not on their actui 
accomplishments, but on the accomplish 
ments of a mythical ancestor who coul 
hold his own with the best of them. Thi 
is well exemplified in these delightf] 
lines from the "Pirates of Penzance"— 


Gen. Stanley: I came here to humble myself b 
fore the tombs of my ancestors am 
to implore their pardon for havin 
brought dishonor on the family. 
But you forget, sir, you bought th 
property only a year ago, 
Gen. Stanley: With the estate, I bought the chap. 
and its contents, I don't 
whose ancestors they were. But! 
know whose ancestors they are no 
I shudder to think that their di 
scendant by purchase should hai 
brought disgrace on the escutcheol) 


Fred: 


It is not the opulence of the nouveau 
riches that constitutes decadent practió 
Admiration or enjoyment of a diamonm 
for its appearance or luster is not decadent 
but wearing a diamond to symbolize being 
above the ordinary by being able to spend 
money for more than basic necessities "i 
sign of decadence. | 

| 


War and Scarcity 


Wars are fought on the assumption, oftel 
more a matter of propaganda than 
reality, that there will be Utopian chang? 
after the war is over. Wars end on the 
note of the re-establishment of old shib 
boleths. Many of these shibboleths seet 
so well entrenched that we despair of ev 
achieving enough concerted co-operative 
effort to uproot them. 

The law of supply and demand, for ® | 
ample, is hardly admirable. It states M. 
the value of commodities is based E 
scarcity, not on utility. It stems from 
history of famine and deprivation. 
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apply this law unthinkingly to situations 
of abundance. Thus, when we have a glut 
of wheat, we create artificial scarcities of 
the wheat to ensure its value; we spend 
comparatively less effort in proving the 
real value of the wheat by promoting its 
widespread distribution. If, then, we en- 
courage this kind of economic practice, it 
is not surprising that the same decadent 
philosophy should pervade our social re- 
lationships. “Play hard to get" and “Keep 
them guessing” are among the dubious 
social tactics sometimes touted in our bet- 
ter magazines as methods of getting an 
unfair share of the good relationships of 
the world. 

The problem of scarcity is closely linked 
to decadent practice. Under conditions of 
famine, all societies may revert to decadent 
practices, even those that have tried to 
substitute equity for hierarchical privilege. 
The more abundant the society, the greater 
the freedom the society permits, since then 
its privileges do not have to be so carefully 
preserved for the selected few. 

Economic theories have established 
either need or work as the basis on which 
goods should be distributed in the presence 
of relative scarcity. The perhaps more 
valid criterion of merit has foundered on 
the rocks of what merit is and who is to 
select the meritorious. If merit is too im- 
practical a criterion, then it would seem 
that only through abundance can the un- 
derprivileged receive a just share of the 
goods of a society, and that any attempt to 
limit expansion or diminish abundance 
constitutes decadent practice. " 

Rome fell not because the Romans pre- 
ferred beds to the hard ground or literature 
to dueling. The Romans, compared with 
the Huns, had great abundance for the 
privileged. They were relatively unin- 
terested in expanding their economy to 
provide more for their own underprivileged 
or for the world outside Rome. The Huns, 
in attacking them, had a tremendous ex- 


pectation of improvement, and therefore 
welcomed and sought change. 

The reason that wars end in the re-es- 
tablishment of old shibboleths may lie in 
the fact that wars end in famine and de- 
privation, even if only the comparative 
famine of new cars. Under these condi- 
tions, the tendency is to rely on old rituals 
and hierarchical procedures to establish 
orders of precedence in order to ensure 
command of the few available opportunities. 
The problem is compounded when pos- 
session of anything other than the scarcest 
items confers little on the individual in the 
way of prestige. 

'To be married to an undistinguished 
woman is not as desirable as to be married 
to an actress or model. The having is made 
more pleasurable by others’ never being 
able to have as much. Decadent practice 
arises not only in the creation of scarcities 
in possessions, but also in treating feeling as 
a scarce commodity. The less feeling a 
man shows his wife, the more he has to rely 
on established convention to assure him- 
self of what he fancies to be his rightful 
prerogatives. As the husband establishes 
seniority in his role, he tends to become 
less willing to work hard to maintain his 
position; thus the ardent kisses of the suitor 
become the perfunctory, ritualistic kisses 
of the paterfamilias. He expects to be 
treated well because of what he is, rather 
than for what he does. 

Wynne-Edward's monumental work Ani- 
mal Dispersion in Relation to Social Be- 
havior (published several years after the 
first presentation of this paper) shed a new 
light on many of the questions posed here. 
In his study, human hierarchical distinc- 
tions are seen as part of the grand design 
for the control of the impending popula- 
tion explosion that has existed in the ani- 
mal kingdom from the Cambrian era to 
the present. Certainly the servant more 
zealous of the preservation of the squire's 
prerogatives than the squire himself differs 


little from the guard cock of the guinea 
hen who continues to preserve the master 
cock's right of access to the hen even when 
the master cock is depleted and exhausted. 

Perhaps the only significant difference 
between man and his forebears is man's 
competitive effort to gain lebensraum at the 
expense of his fellow, on the basis not only 
of physical characteristics, but also of ideas 
and beliefs. "Thus the Orthodox Jew in 
Israel, the Catholic in Spain, and the Com- 
munist commissar in Russia gain priority 
in access to the luxuries of their society 
on the basis of their expressed views, as 
well as their other attributes. 

If the social patterns of man are to be- 
come markedly different from what has 
existed in the animal kingdom, man will 
have to learn to use his rational powers to 
mitigate scarcity and control distribution 
better than he has thus far seemed able to 
do. 


The Quest for the Optimal 


Must structure always be opposed to 
creativity? If we believe, as we seem to, 
that only Bohemians can be artists, then we 
are agreeing that social structure should 
entrench banality and inhibit change. 
Rigid societies do allow growth by permit- 
ting loopholes in their laws and proce- 
dures to the select few. The existence of 
these loopholes tends to encourage those 
not entitled to this comparative anarchy 
to struggle to enlarge them, so that they, 
too, may enjoy the benefits of anarchy. The 
exemption from jury duty of the physician, 
and the depletion allowance of the oil 
baron, however valid they may be, en- 
courage corrupt manipulation. Rigid clinic 
or hospital admission procedures do more 
to preserve the prerogatives of the staff 
than help to provide service for the patient. 

There is no situation that in itself can 
ensure vitality. Revolution, for example, 
is not, per se, less decadent than evolution. 
In fact, in many Latin American countries 


the process of revolution has often be 
decadent process. Indeed, because of 
bitterness of the opposing forces, 
tion may succeed only in replacii 
tyrannical system by another. The 
able tyrant may discourage change}, 
vicious one may encourage only an € 
tyranny to succeed him. The Am 
Revolution, perhaps because the opp 
forces were not completely antithe 
one another, and because the opport 
ties for westward expansion existed, 
allow a more flexible, democratic so 
to emerge than what otherwise might | 
occurred. i 
The written word, as exemplified by 
paper, is generally more decadent tham 
spoken word. It fumbles less; it pot 
cates more. Yet, in the early, aspiring’ 
of the history of the United States, cor 
tutional law represented a more 
process than the common law of Engl 
The law, necessary though it may b 
the smooth operation of a complex so ci 
should not be considered transcenden 
individual aspiration and development 
should be respected, not enshrined. 3 
To function easily in corrupt situa 
may in itself be a confession of accep! a 
of unnecessary compromise, and indic 
an unwillingness to continue striving) 
the optimal. The same sense of del 
may in lesser measure be present in tl 
who are completely comfortable in any 
stitutional setting. 
"The pressures for conformity are sí 
that it is often only the very young or) 
very old who can afford to be bravet | 
old because they have nothing to lose, 
young because they don’t know any bel 
The nonconformity of the adolescent 
adultimposed standards is too often 
garded as an essential characteristic of 
period rather than as a reaction to 
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Adolescents would perhaps be less re- 
sistant to conformity if the discrepancy 
between their capacities and the require- 
ments of social institutions were not exag- 
gerated by injustices, inequities, and ritual- 
istic practices. Requiring that the young 
man seeking to be a journeyman brick- 
layer be white, that the garbage collector 
be a Democrat, or that a college diploma 
be required to sell insurance breeds rebel- 
lion and resentment. We are much more 
fearful of youth weaving its way in and out 
of highway lanes at great hazard to life and 
limb than we are of old age limping along 
with scant regard to the needs of traffic. 

The younger the age at which conformity 
is enforced, the less room there is for devi- 
ation, since youth has more limited hori- 
zons than adulthood. The college student 
who, if he does not join a fraternity, is 
deemed a barbarian, has more scope than a 
teenager in high school who, if he does not 
pin a girl, loses his social status. The old can 
better afford the luxury of decadent prac- 
tice than the young, and should be mind- 
ful of the greater incapacity of the young 
to live with the vices of ritualistic practice. 

Belongingness is often considered a 
virtue in itself, irrespective of the merits of 
the organization that a person is encour- 
aged to join. Parents, fearful of the pos- 
sible isolation of their children, constantly 
preach the value of togetherness without 
communicating it to their children that 
loneliness may be a necessary and eyen 
desirable price to pay for one’s convictions. 
That loneliness is often sought for spurious 
reasons does not mean it should be 
avoided for equally spurious reasons. 

Our culture, though it pays lip service 
to freedom and democracy, constantly dis- 
courages the expression of free thinking. 
When we speak of a free human being, we 
speak of a free spirit, a free agent, a free 
lance, the first implying that there is no 
teal freedom possible within corporal 
limits, the second, that any freedom that 


does exist is exercised only at the dispensa- 
tion of higher authority, the last, that free- 
dom means belligerence. If we speak of free 
thinking, there is somehow a disreputable 
note implicit in the term, as if anyone dar- 
ing to exercise freedom of thought must 
automatically be socially destructive. 

Gregory Zilboorg was fond of stating 
that science goes through three stages of 
development: the stage of discovery, the 
stage of dogma, and the stage of dissension. 
He pointed out that of these three stages 
only the first and the last were of any con- 
sequence. 

The analyst who can never leave Freud 
and lives either in perpetual adulation or 
perpetual defiance of the tenets of his old 
teachers makes no contribution to the en- 
richment of scientific thinking. Psycho- 
analysis, a mere sixty-odd years after its 
beginnings, is in large measure committed 
to the maintenance of many dogmatic tra- 
ditions. If this were not true, then hu- 
manity students would know more than 
Freud, just as biology students now know 
more than Darwin. That they know less 
than Freud we may attribute to esoteric 
patterns of education, to fostered mysticism 
and pomposity. 

We work to discourage our patients from 
tilting at windmills; we do not work quite 
so hard to encourage them to joust with 
dragons. Yet, if we believe that there is 
likely to be pathology in a person whose 
parents, beset by the dragons of arrogance, 
prejudice, and tyranny, hampered his de- 
velopment as a rational human being, then 
we should be equally or more enthusiastic 
about the patient's courage as we are about 
his prudence. 


Ritual 
This paper has so far dealt with those 
who maintain their identity in the midst 
of ritualistic practices. What about those 


who find it demoralizing and depersonaliz- 
ing to adjust to “the establishment”? A 
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frequent complaint of pre-psychotic and 
psychotic patients is the immorality of ad- 
justment, their feeling that the slightest 
submission to the practices of an immoral 
society may make their existence meaning- 
less. 

In the case of the autistic child, consti- 
tutional or biologic weaknesses may have 
hampered emotional development or may 
have required that the infant be reared 
by highly skilled and sensitive parents if 
schizophrenia were to be avoided. In other 
kinds of schizophrenia, traumatic environ- 
mental situations play a larger role. It 
may be that it is not so much the extent 
of trauma as it is the closure of all possible 
escape routes from whatever pathologies 
exist that sets the pattern for the later de- 
velopment of schizophrenia. 

The double bind is all around us. It 
seems to be the schizophrenic person who 
is least able to tolerate it. The schizo- 
phrenic is generally humorless. The de- 
tachment of humor recognizes and deals 
with “the establishment”; the detachment 
of psychosis refuses to succumb to it. To 
succumb is to repeat the humiliation of 
surrender to rigid familial practices to 
which the schizophrenic may have had to 
submit as a relatively helpless child but 
which his pride requires he be able to 
combat as an adult. 

The parents of psychotic children are 
those most prone to adhere unswervingly 
to decadent social practices. Such parents 
prepare their children to be princes, never 


kings. So long as this princely role is 


sustained by the parents or the role is suf- 
ficiently gratifying, an active psychotic 
break may be avoided. The actual break 
occurs when the person is compelled to be 
a “king” or a “commoner,” roles for which 
the decadent practices of his childhood ill 
prepared him. 


An Index of Decadence 
To test some of these hypotheses, a group 
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of therapists were given a list of familial pat 
terns that, for purposes of this discussion 
might be called a “decadence index.” The 
were asked to rate families of the childre 
they were seeing in order from those wh 
had most of these attributes to those wh 
had least of them. The patterns included; 


1. Orientation toward the past—concern 
ancestry. 

Clinging to the security of the humdrum, 
Avoidance of excitement in living. 
Worship of structure, 

Denial of values not related to one’s own 
perience. 

Avoidance of outside attachments. 
7. Lack of overt expression of feeling. 
8. Lack of communicative capacity. 


s wt 
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Several weeks after this rating, the sam 
therapists were asked to rate the childre 
whom they were seeing according to 
ity of their illness. In a subsequent studji 
they were asked to rate the families accord 
ing to which had the greatest potential fo 
psychotic disturbance under stress. In 6 
per cent of the cases, the families that h : 
been rated as most decadent were those tlid 
had children listed among the three sicke 
by the threapists. In the subsequent ral 
ing, 75 per cent of the families that had 
been classed as most decadent were among 
the first three of those families conside! i 
to have the greatest potential for psycho E 
disturbance under stress. 3 

Admittedly, this is not a very scientifit 
rating system. It is, however, in keep! E 
with clinic experience that has suppo Y 
the notion that decadent practices in th 1 
family tend to provide the basis for fututt 
psychotic disturbance. 

One such decadent family may serve ® 
illustration: 


A successful merchant, with problems of -a 
inadequacy and excessive drinking, never allow’, 
any of his children any deviations from his Ji 
Principles and practices, He was indulgent t9 M 
children, but indulged them in luxuries that 
tablished his own status, such as high-priced 1 
rather than in less showy frivolities, more 
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cealed from public view, even though the children 
might have preferred these frivolities to the cars. 

In addition, the father kept the children in con- 
stant suspense about when their demands would be 
gratified, Though he claimed he meted out favors 
on the basis of merit, he actually gave priority to 
the demands of whichever of his children was most 
sychophantic or most frantic at having been kept 
in suspense. He preached constantly the “value 
of the buck,” presumably so that they would be 
better able to deal with the real values of the 
world. In fact, however, he used this to parade 
before his children his capacity to have done much 
with little, in contrast to their incapacity to do 
little with much. 

The father was overly enamored of his daughter, 
who was more attractive and brighter than his 
sons, In keeping with his beliefs, however, he kept 
her much more rigidly bound to his conventions 
than the sons, who, in his opinion, were obvious 
weaklings but who would, again in keeping with 
his practices, someday inherit his crown. The sons 
were allowed relative economic freedom, in contrast 
to the daughter, who, being a woman, was deemed 
by the father incapable of inheriting the crown. 
She could take her rightful place only if she mar- 
ried a prince whom the father approved. ‘The 
father groomed her constantly for liaison with a 
prince of medicine or law, kingdoms esteemed in 
the eyes of the world, but constantly derogated by 
the father. If he married her to a prince of such 
a kingdom, he could then gain liaison with the 
kingdom without being threatened too much by 
this unworldly prince. He constantly indicated 
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to the daughter her lack of fortitude in having 
been unable to complete school. 

The father could see no blame in himself for the 
daughter's failure, nor could he see anything that 
he had done to turn his sons into niggardly, in- 
effectual, power-hungry, petty tyrants. When one 
son became psychotic shortly after becoming a 
father, the father’s horror was not at what had 
happened to the son, but at the insult to his own 
position. Another son rebelled transiently against 
the father’s authority and had a short-lived period 
of depression when he tried unsuccessfully to work 
in an enterprise that his father had not subsidized. 

Although not all the children in this family be- 
came psychotic, the basis for psychotic activity was 
present in all, and was prevented in large measure 
by the insulation that surrounded them, Upon 
the death of the father, the sons spent their time 
wrangling over the distribution of the father’s es- 
tate, rather than enjoying their inheritance. The 
daughter found herself, in reviewing her beaux, 
constantly looking for the qualities that her father 
would have esteemed, rather than those that she 
herself liked. The closed-in system in which these 
children had lived had never allowed them to de- 
velop skills that would free them and enable them 
to function as mature adults. 


Although decadent practices may pro- 
vide a haven in which a person may live 
comfortably with those who share these 
practices, they stifle the exuberance and 
vitality necessary for healthy development. 


SISTER MARY BRIAN MAHAN, O.S.B., YANKTON, $. D. 
SISTER FRANCES JEROME WOODS, C.D.P., sAN ANTONIO, TEXAS 


Cultural and social factors it 


Professional persons often counsel those 
whose attempts to adjust to the predomi- 
nant American culture have precipitated 
emotional stress. Effective counseling must 
be based on an understanding of the close 
relationship between mental health and 
culture. After all, mental health refers 
to the adequate functioning of an in- 
dividual in a given situation. Culture di- 
rects the way in which a person is to func- 
tion in particular situations. What is rea- 
sonable and well-balanced behavior in one 
culture may be viewed quite differently in 
another. A Chinese child, for example, 
is directed by culture to show respect for 
his grandparents by bowing deeply to them. 
This is alien to the child in American cul- 
ture, however; and grandparents who de: 
manded such behavior would be regarded 
as unreasonable. Similarly, in most cul- 
tures a "balanced" person is not expected 
to resort to suicide to resolve his problems; 
but traditional Japanese culture provides 
for honorable suicide. 

Sister Mary Brian Mahan is associate professor and 
chairman of the Department of Sociology, Mt. Marty 
College, Yankton, S. D. Sister Frances Jerome 
Woods is professor of Sociology at the Worden 
School of Social Service, Our Lady of the Lake 
College, San Antonio, Texas. 
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mental health 


Culture is a composite of specific ways f 
thinking, feeling, and acting. It is thi 
which differentiates one people from ai 
other. Culture structures needs in ordi 
of their importance and provides norms 0f 
guidelines to facilitate the satisfaction | 
these needs. The most important humall 
needs are rooted in social institutions, pal 
ticularly the family, which satisfies the need 
for affectionate response and brings for nN 
new life; the state or civil authority, whidl! 
maintains order in a society to afford 4 
good life for its members; and religion and | 
or magic, which directs the attainment 
of superordinate goals, including eternil 
life, 

Other cultural and social factors dal 
have a relationship to mental health 4 i 
change, isolation, social class, and level ? 
aspiration. An exploration of these HW". 
tors, therefore, will precede a brief B 
sideration of the cultural diversity releva? 
to mental health in the three basic $ 
institutions, 


Change 


Change refers to any alteration in a p% 
son's condition or environment. The mA 
ical changes accompanying the life cy% 


Cultural and. social factors 


are coupled with social changes: emancipa- 
tion from parents, assumption of the re- 
sponsibilities of marriage and parenthood, 
retirement, and bereavement.  Environ- 
mental changes requiring adjustments in- 
clude the transition of the United States 
from a predominantly rural to an urban 
society in a relatively short time, a high 
rate of intracity migration with a concomi- 
tant decine of the homestead, an exodus 
of the nonwhite population from the South, 
the attraction of women into the labor 
force, and the displacement of laborers by 
automation. The United States has been 
undergoing rapid social change for many 
years. Americans, therefore, are culturally. 
prepared for change to a greater extent 
than peoples such as those of the developing 
African nations, in which independence has 
involved major adjustments. 

Adjustments necessitated by change may 
bring about emotional stress of varying 
degrees, depending on the specific nature 
of the change. For example, changes re- 
sulting from an act of God such as a 
tornado are less likely to lead to mental 
disturbance than a failure in marriage. 
This is so because any threat to a person's 
self-image (or to the values incorporated 
into his personality) generates more stress 
than a mass catastrophe that is experienced 
by everyone in its path. 

A change in cultural milieu may be espe- 
cially stressful, particularly if a person has 
been transplanted into a setting very dif- 
ferent from the one into which he was 
oriented. For cultural orientation is made 
up of numerous small experiences over a 
long period of time. In the process of 
taking on culture, the individual acquires 
a sense of security: his goals are delineated; 
he knows what guidelines to follow and 
What to expect from others. In a strange 
Dew environment in which symbols no 
longer have the same meaning, he must 
again assume a dependent status; and, 
Consequently, he experiences insecurity. 
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Change, then, is related to mental dis- 
order, although change per se is not neces- 
sarily a cause of mental disturbances.* 


Isolation 


Man is social by nature; to maintain his 
self-esteem he must feel that he is an ac- 
cepted member of a group. Lack of ac- 
ceptance by any group in which a person 
normally has prolonged, intimate relation- 
ships—family, play group, adolescent peers 
—is likely to lead to acute distress. 

Solitude may be the source of such isola- 
tion. Patterns of mental breakdown, and 
the kind and extent of solitude for which 
an individual is conditioned, vary from 
one culture to another and from one stage 
of the life cycle to another. Patterns of 
breakdown in arctic areas, where there is 
much solitary activity under severe environ- 
mental exposure, differ from those in tem- 
perate climates, where people work in 
groups close to home. Similarly, adolescent 
isolation and patterns of breakdown gen- 
erally differ from those of the aged. 

The family system as determined by 
American culture tends to generate a spe- 
cific type of isolation that may be the source 
of stress. An American child is generally 
socialized in an isolated, nuclear family 
unit consisting only of parents and siblings 
dwelling in a home apart from other rela- 
tives. When he reaches adolescence, he is 
expected to prepare for an occupation of 
his own choosing and to select his own 
mate, with whom he will, in turn, live in an 
isolated dwelling. Under these circum- 
stances, he often does not have the kind of 
security that comes with membership in a 
closely knit but extended family in which 
grandparents and other relatives share the 
trauma of illness or bereavement and cush- 
ion economic reversals. Because of the de- 
cline of farming as a way of life and the. 
eclipse of family-sponsored economic enter- 
prises, he also experiences a kind of eco- 
nomic isolation. Money requested from. 
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siblings is regarded as a loan rather than a 
contribution; parents are likely to take care 
of unsettled loans by deductions from the 
debtor's inheritance. If his spouse is cul- 
turally dissimilar or otherwise unaccepta- 
ble to his relatives, his isolation from the 
family of his orientation becomes still more 
complete. 

Marginal persons who are the children 
of immigrants or who are in some similar 
manner between two cultures are especially 
vulnerable to mental disorders because they 
do not have the clear behavioral guidelines 
and the subsequent security that culture 
affords. The marginal man generally en- 
gages in a search for identity and experi- 
ences a loneliness that stems from his un- 
certainty. His uncertainty concerning his 
identity may cause severe anxiety and lead 
to self-disparaging attitudes, and eventually 
to indulgence in self-hate.? Since he also 
has doubts about his ethnic identification, 
he may entertain a paranoid distrust of the 
dominant population, feel that he lacks 
opportunity to achieve his goals, and use 
socially disapproved means of attaining 
them. 

Isolation, like change, therefore, is a 
factor in mental illness. Isolation may be 
antecedent to illness or a part of it. 


Social Class and Aspirational Level 


Empirical studies reveal a positive rela- 
tionship between social class and attitudes 
toward medical care. Persons in different 
social classes generally differ in their in- 
terpretation of mental illness. People in 
lower economic and social brackets often 
neglect both physical and mental health 
because they lack understanding of the 
complexities of scientific diagnosis and 
therapy. Since their educational level 
precludes a scientific interpretation of dis- 
ease causation, less sophisticated or unedu- 
cated people prefer to depend on folk con- 
cepts and folk therapy. For those in this 
category, ignorance about the nature and 
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treatment of mental illness has profo 
implications for therapy. They not oi 
have a widespread fear of mental illness, 
but also are likely to be hostile to there 
piss Good therapy demands a sharin 
of values by therapist and patient. The 
values underlying therapy are, however, 
more likely to be shared by the therapist 
and the upper- or middle-class patient. An 
increased awareness of the variety of ethni 
and social values and the overcoming ol 
social prejudices are essential if the les 
sophisticated patient is to be helped. Among 
Mexican Americans, for example, curati 
deros effect true recovery in many casi 
when psychiatry has failed because of the 
psychiatrist's lack of acquaintance will 
Mexican social stresses and value confli 
Closely related to social class is educ 
tion, which helps to establish a personi 
goals and to reflect his level of aspiration 
If occupation or income is taken as a meat 
ure of achievement, the greater the diffe 
ence between level of aspiration 
achievement, the greater the expected 
frustration for the individual. Ethnic pop 
ulations that are subject to economic andi 
social discrimination are especially vulnet 
able to this kind of frustration. i 
A disproportionate amount of schitt 
phrenia—a mental disorder associated wit 
societal complexity—has been found amon | 
persons in the lower economic and soc 
levels living in disorganized urban 
and having high rates of mobility. 1n? 
study of mental illness among nativebo 
and Southern migrant Negroes in Phila? 
phia, the native born were found to ma 
fest significantly more mental disor?? 
especially schizophrenia. Both Negro p^; 
ulations had the same occupational attam 
ment, but the native-born group had sig? 
cantly more education (higher aspiratio 7. 
The frustration of the native born was" 
doubtedly intensified if they believed in ™ 
probability of achieving their goals. 5 
With large numbers of people movie. 


Cultural and social factors 


from rural, traditionalistic societies to 
highly urbanized, competitive systems in 
which they are exposed to new goals long 
before developing the resources necessary 
to achieve them, individual and social con- 
flicts are bound to emerge. 

When a culture stresses goals not readily 
attainable through culturally approved 
channels, the "technically most effective 
procedure," whether culturally legitimate 
or not, becomes typically preferred to in- 
stitutionally prescribed conduct The 
American "cultural manifesto" enjoins the 
acceptance of three axioms: (1) all should 
strive for lofty goals that are attainable by 
all; (2) present seeming failure is a way- 
station to ultimate success; and (3) genuine 
failure consists only in low aim or with- 
drawal. This fine credo leads to one ques- 
tion: What are the consequences for ethnic 
minorities who do not share these tenets, or 
who share them but have no cultural 
prescription for their attainment? 8 

Failure to “locomote toward a goal" or to 
attain it may be explained in terms of a 
personal defect or of external forces. Both 
may:be productive of mental illness, since 
frustrations resulting from internalization 
bring loss of self-esteem and those attributa- 
ble to externalization are part of an environ- 
ment with which one cannot cope.? 

It is difficult for educated, “middle-class,” 
professional persons to comprehend and 
sympathize with those who (having less 
clearly defined goals) seem to live only for 
the present moment, and who find it impos- 
sible to plan a meaningful solution to their 
problems. The professional person direct- 
ing those under emotional stress may, there- 
fore, plan without consideration of the 
needs, values, and traditions of the persons 
involved,!° instead of establishing the “re- 
ciprocal association” advocated by Mary 
McCormick; who writes: "One uses help 
When the other cares enough to give it; the 
other gives out of a conscious willingness 


15 


to enter into and share the life experience 
of a fellow man." 


Cultural Diversity in the Basic Social 
Institutions 


So long an an individual is a member of 
a well-integrated culture, he can enjoy the 
basic security that culture affords, regardless 
of the family's form or the manner in which 
its functions are allocated. Trouble is 
most likely to arise from cultural divergence 
between spouses or (where both share the 
same well-integrated culture) from the mar- 
ginal position in which they find themselves 
when they immigrate to another cultural 
milieu. However, the children of such 
unions, who are exposed to more than one 
culture, are more likely to experience some 
confusion. 

Reference has already been made to the 
differences between an isolated, nuclear 
family and an extended one. It is not dif- 
ficult to imagine the adjustments required 
of an American woman married to a man 
from an extended family system residing 
in the household of his parents, where she 
has little, if any, control over the manage- 
ment of the household, the rearing of the 
children, or the disposal of her husband's 
income. 

Sex roles, played by marital partners and 
observed by children during the socializa- 
tion process, also involve family adjust- 
ments that may be productive of emotional 
tension. American culture offers alternate 
male and female patterns. However, there 
is theoretic equality of the sexes, and the 
female has an enviable position compared 
with women in Oriental and certain West- 
ern cultures. In Latin cultures, on the 
other hand, the female is relatively sub- 
servient and the male, authoritarian. To 
achieve this stature, the Latin male strives 
for machismo or virility. Machismo is ex- 
pressed by maintaining dignity during 
heavy drinking, by an ability to defend his 
honor, by female conquest, by haying many 
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sons (by his wife), and by not allowing the 
outside world to invade his privacy. How, 
then, is a Latin male to achieve full expres- 
sion of machismo if he heeds the advice of 
professional persons who, not understand- 
ing his culture, advise him to spend less on 
liquor, not to take the law into his own 
hands, to limit the size of his family, and 
to discuss intimate domestic problems? 
Emotional tension generated by adjust- 
ment to the alien culture may also be in- 
volved in the person’s relation to govern- 
ment, especially if his native culture allows 
for greater dependence and less individual 
action than the American democratic sys- 
tem. Thus, adjustment to a democratic 
way of life is especially difficult for Latin 
Americans, who have lived under a patron- 
peon system that has made them dependent, 
reluctant to make decisions, wary of com- 
petitive situations, and distrustful of change. 
These people find it difficult to co-operate 
in communal endeavors or to understand 
American patterns of decision-making. The 
strong emphasis by ethnic populations on 
personal relationships with those in au- 
thority tends to impede the development 
of impersonal, formalized ones. To those 
whose basis of social control has always 
been the family and neighborhood gossip, 
a formal, fixed code is inconceivable; those 
who try to enforce it—the police, the court, 
the “snoopy” social worker, the truant of- 
ficer—are branded as trouble-makers. 
Religious and magical beliefs and prac- 
tices also play an important role in form- 
ing a people’s “world view.” Consequently, 
these beliefs and practices must be taken 
seriously by the therapist because of the 
eis significance they have for those 
who hold them. Attitudes concerning 
health, the family, the economic world, 
political activities, arts and crafts—all are 
informed by religion, which serves as a 
means of support in a difficult world and 
gives man a place in the universe. Negative 
aspects of religious beliefs must also be 
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considered. Bewitchment, voodoo, and the 
“evil eye"—superstitions long embedded in 
folklore—are often very “real” and lead to 
illness. Therefore, they need to be taken 
seriously by the professional if he is to 
understand and assist the person who has, 
these beliefs. 


Conclusions 


Effective treatment of a disturbed person 
takes place in a cultural as well as in a 
scientific matrix. Among peoples who 
place a high value on tradition and who 
are relatively unprepared for change, 
changes that Americans generally accept” 
with equanimity, if not enthusiasm, may 
be a source of disturbance. The marginal 
man, isolated because he has ties with two 
diverse cultures and has identified with 
neither, is also in a precarious situation. 
People in the lower economic and social 
classes, who do not comprehend the com- 
plexities of scientific medicine, often rely 
on folk therapy. Those who obtain an 
education and entertain aspirations of sue 
cess are sometimes thwarted by discrimina- 
tion. * 

Sources of mental stress associated with 
man's basic institutions include ethnic dif 
ferences between spouses or between Amet 
ican-born youth and their foreign-born par 
ents, adjustments to a democratic system 
that entail decision-making and compet 
tion, and American lack of understanding 
of the importance of certain religious 
superstitious practices. Such American vat 
ues as personal privacy and individual 1€ 
sponsibility are not essential to therapy) 
nor are they likely to prove helpful in work: 
ing with family-centered ethnic peoples. 
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Schizophrenia and the 


Empirical investigations have shown that 
significant social prejudice operates against 
the schizophrenic. This prejudice is evi- 
dent not only when public opinion (includ- 
ing that of physicians) is highly unfavora- 
ble, but also when the judicial rights of 
the alleged psychotic are arbitrarily ig- 
nored and when the hospital to which he 
is sent is confining rather than curing. 
Moreover, although the schizophrenic’s 
post-hospital adjustment depends more 
upon his getting and holding employment 
than upon any other factor, there are no 
economically supportive ways of welcoming 
him back into society when he leaves the 
mental hospital. Prejudice is also demon- 
strated by the fact that, of the many schizo- 
phrenics in the general population, only a 
minority are institutionalized, and most of 
this minority comes from the least priv- 
ileged social and economic groups. 

In what follows, evidence of this preju- 
dice is presented, and a hypothesis to ac- 
count for it is offered. 


L 
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Protestant Ethic 


Observations 


Observation No. 1. Published attitudes, 
even those of physicians, are conspicuousl) 
negative toward mentally afflicted persons 

These negative attitudes persist even 
when the conduct of the supposedly mem 
tally ill person is, by verifiable standards 
normal. In one example,! persons listening 
to taped “interviews” disliked the speaket 
more when they were informed that she 
was troubled than when they were told that 
she was psychologically well. In anothet 
experiment,? in which subjects were p: 
in performing a motor task unrelated to 
mental illness, persons who were informel 
(falsely) that their partner was mentally ill 
blamed him for inadequacies of perform 
ance and preferred to work without him 
This occurred in spite of the fact that the 
allegedly ill persons were actually better ât 
the assigned task than were those in thé 
comparison group. 

Nunnally è reported that, although thé 
older people in his sample were mu 
better informed about mental illness E. 
the younger ones, and the better-educal" 
more informed than the less-educated, 
differences in attitudes were relativ : 
small. In general, Nunnally found th 
the mentally ill were regarded as worthles 
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dirty, dangerous, cold, unpredictable, and 
so on. This attitude, he noted, extends to 
the mass media. In television dramas, for 
example, “the afflicted person often enters 
the scene staring glassy-eyed, with his mouth 
widely agape, mumbling incoherent phrases 
or laughing uncontrollably.” 4 

To the expressed surprise of Nunnally, 
even general practitioners of medicine 
shared the stereotype of the psychotic per- 
son as one who is “twisted, dirty, ineffective, 
and dangerous.” This seems especially un- 
fortunate because (1) as the same survey 
revealed, the public regards the general 
practitioner as the first person to contact 
for advice about mental problems; (2) gen- 
eral practitioners acknowledge that a large 
number of their patients are troubled by 
mental problems; and (3) many of these 
problems are treated by the practitioner 
himself. These doctors are the “gatekeep- 
ers” between the public and psychiatry. 


Observation No. 2. The judicial proce- 
dures that incarcerate the schizophrenic are 
extraordinarily cavalier about his rights as 
a citizen. 

Courts and their consulting psychiatrists 
make almost automatic presumptions of 
mental illness once proceedings have been 
initiated against a person who is said to 
exhibit irresponsible behavior. This has 
serious consequences, since hospitalization, 
treatment, and incarceration for long pe- 
riods are involved. 

Scheff5 made field observations of the 
screening procedures of four major courts 
in a Midwestern state. In the first 116 
judicial hearings, there was not one psy- 
chiatric or judicial recommendation for re- 
lease, even though, to the observer, 86 of 
the hearings failed to show that the patient 
Was mentally unbalanced by the very cri- 
teria the judges had established in separate 
interviews. The investigator then studied 
the court records of 80 additional cases. 
There were still no release recommenda- 
tions. After the observation period, Scheff 5 


interviewed the psychiatric examiners and 
found them committed to a policy of quick 
examination, presumption of illness, and 
lengthy delay once the patient was in the 
hospital. 

Certainly, the presumption of illness on 
the part of both the judicial and medical 
examiners violates the civil rights of the 
person alleged to be mentally ill. Even in 
the few cases in which the patient is re- 
leased relatively quickly by the court or 
by the hospital, he still may have been 
detained from a week to as long as several 
months. The flooding of hospital facilities 
that results from the presumption of illness 
helps to slow down medical and adminis- 
trative procedures to a degree sufficient to 
exert continual pressure on hospital bed- 
space and thus to add further strain to the 
relations between patient and staff. 


Observation No. 3. The mental hospital 
treats schizophrenics as inmates rather than 
as patients. Investigations suggest that a 
custodial attitude prevails over a medical 
attitude on the wards. 

In independent studies, Belknap and 
Scheff * have pointed out that the real con- 
trol of a mental hospital ward is exercised 
by the hospital attendant. To the patient, 
therefore, it appears that such essentials as 
access to his physician, ground privileges, 
and eligibility for discharge are under the 
control of nonmedical custodians. Resent- 
ment on the part of the patient, or other 
signs of normal independence, may be com- 
municated to the psychiatric authorities as 
"disturbance" or as "acute excitement," 
with the attendant thereby achieving medi- 
cal authorization for his power. 

It may be argued that both Belknap and 
Scheff were describing a state hospital in 
which the facilities tended to be minimum 
and the practice of psychotherapy tradi- 
tionally weak. However, their findings 
were confirmed by Goffman's observations ° 
in a therapeutically sophisticated, modern 
hospital Focusing on the means by which 
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the mental patient becomes incorporated 
into the social group of the hospital, Goff- 
man commented on the “mortification” of 
the patient by an authority hierarchy that 
may punish any inmate for offenses not 
classified as illegitimate outside the hos- 
pital. The oligarchy thereby formed may 
effectually hinder the patient's therapy and 
discharge. 

Under a custodial system, the patient's 
most pressing need becomes not how to 
cope with the internal pressures of dysfunc- 
tion, but how to survive emotionally in the 
inimical hospital world. For the institu- 
tion built to treat deviation actually op- 
erates to worsen the deviation, Schizo- 
phrenics are gathered into tightly segre- 
gated groups, are given an opportunity to 
convey antisocial attitudes to one another, 
and then are provoked into using these at- 
titudes by being alienated from the rest of 
society. 


Observation No. 4. Employment, rather 
than psychiatric treatment, governs the suc- 
cess of the schizophrenic’s post-hospital ad- 
justment. 

A British study? followed the success in 
adjustment of 76 schizophrenic patients, 
58 of whom had left a mental hospital 
against medical advice. The other 18 had 
“eloped.” Thus, the outlook for each pa- 
tient seemed to be unfavorable. Yet, as 
rated on a psychiatric scale, 40 of the 76 
were definitely successful in their post- 
hospital adjustment. The successful ones 
were those who held a job. Factors that 
made job-holding easier were primary in 
promoting the patient's social effectiveness, 
Patients who returned to parents were less 
successful than those who returned to their 
spouses. The factor of expectancy was im- 
portant in this situation, for the spouses 
expected responsible work and head-of- 
household roles, whereas the parents ac- 
cepted unemployment and dependency 
from “their boy." 

Fairwether/? in a study of post-hospital 
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adjustments, stressed the overriding im 
portance of availability of jobs. He c 
pared 169 schizophrenic patients in te 
of duration of hospital residence and 
many kinds of therapy. Fairwether fou: 
that treatment, hospital personnel attitud 
and patient aspirations were all irrelev; 
to post-hospital success. Basic to the pa 
tient’s accommodation was a “supporti 
living situation accompanied by employs 
ment.” 11 

If employment is available to them, m 
schizophrenic persons can live in the world 
outside the hospital. Caudill 1? noted this 
as a result of the following observation: Al- 
though the prevalence rate of mental ill- 
ness is roughly the same for Japan as for 
the United States, the proportion of hos 
pitalized mental patients is more than 
seven times as great in our country. He 
asked where the nonhospitalized psychotics ` 
were living in Japan, and found that jobs” 
were provided for them within the family 
system. 

It appears, therefore, that even the proc 
ess schizophrenic may succeed in the com- 
munity if he is helped to find work. The 
fact that he retains some visible residues 
of his illness need not prevent his filling 
a job well; but unemployment renders even 
the reactive schizophrenic more fragile.” 


Observation No. 5. Relative to the rate 
of treated mental illness, the rate of unte- 
corded “total incidence” is very high. 

There is evidence that grossly deviant 
behavior is often not noticed or, if it is 
noticed, is rationalized as eccentricity. AP 
parently, many persons who are extremely 
withdrawn, who are subject to fantasies, Ot 
who hear voices or see visions are not 
labeled insane by others." 

The total prevalence of mental disorder 
in a community is much higher than the 
treated prevalence. In a Baltimore study, 
the rate of treatment in state, private, an 
Veterans Administration hospitals was 9 
per cent compared with an untreated ratë 
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of 11 per cent—that is, for every mental 
patient there were about 20 untreated men- 
tally ill persons located by the survey. 
Possibly the 0.5 per cent figure is too low, 
since patients treated by private physicians 
were not included. A figure of 0.8 per 
cent is reported for New Haven. In an 
investigation 17 in Michigan that deliber- 
ately attempted to arrive at a very con- 
servative estimate of severe mental illness, 
a discrepancy still remained between total 
and treated prevalence. Of a population 
of 164,625 persons, 0.6 per cent were in 
psychiatric treatment whereas 3.4 per cent 
were identified as significantly ill. 

These data suggest that it might be fruit- 
ful to divide the study of etiology in schizo- 
phrenia into different parts. First, how 
do we explain the processes that produce 
mental deviation in our population? This 
is the usual question. But it is traditionally 
asked only about the clinical sample, i.e., 
the 0.5 to 0.8 per cent. The second part 
of the problem is relatively unstudied as 
yet: Among the total population of devi- 
ants, what are the ways by which only a 
small proportion is selected for psychiatric 
attention? The problem of social selection 
seems as important as the older problem of 
psychological origins. 

If, in fact, the treated population is only 
a small proportion of the total population 
of mentally ill, then the search for the 
origins of psychosis will have a relatively 
low yield in terms of understanding social 
incapacity. The more useful course is to 
explore the reasons why a small minority 
of mentally ill is identified and labeled 
whereas the majority goes unrecognized. 


Observation No. 6: There is a consistent 
increase in the rates of psychosis with each 
step down in income. 

Examination of each type of psychotic 
disorder shows a consistent, but negative, 
relation between class position and the 
Tate of treated persons in the population: 
the lower the class, the higher the rate. 
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This is true whether the rate refers to in- 
cidence, re-entry into treatment, continuity 
of treatment, or prevalence.1¢ 

Findings in the previously mentioned 
New Haven study are supported by those 
of an investigation of two contrasting Bos- 
ton-area communities.18 One community 
was Wellesley, a prosperous suburb of 
Boston; the other was “Whittier,” an eco- 
logically below-average residential area in 
Boston. The investigators computed in- 
cidence rates, over a period of time, for ad- 
mission of psychotic patients to mental 
hospitals, comparing in this way an upper 
social and economic area with a lower one. 
The incidence rates per 10,000 adults for 
first psychotic admissions to mental hos- 
pitals were 9.3 for Wellesley and 22.8 for 
Whittier. These rates reveal about the 
same differential between “good” and 
“poor” ecological areas as those reported by 
Hollingshead and Redlich.5 When Kap- 
lan and co-workers 18 interviewed residents 
in each area to learn how many people 
were psychotic but not hospitalized, they 
found an incidence rate of 6.7 per 10,000 
in prosperous Wellesley and 2.0 in Whit- 
tier, a remarkable reversal, making the 
hospitalization figures all the more strik- 
ing. 

This class differential has been repeat- 
edly confirmed. The Dohrenwends,?? in a 
survey of 18 separate studies, found con- 
sistently that the least privileged economic 
class had the highest rate of treated pa- 
thology. 

Discussion 

Durkheim 2° has said that, if sociologists 
wish to study deviant behavior, they ought 
to study the social sanctions raised against 
it. In the observations cited in the present 
study, these sanctions are marked by a dis- 
taste for schizophrenics (even on the part 
of medical men sworn to help them), by 
judicial disregard of their rights, by puni- 
tive and nontherapeutic hospitalization, 
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and, finally, by indifference on the part of 
society toward the schizophrenic's return, 
as manifested by a lack of supportive meas- 
ures for his rehabilitation. 

These sanctions would be really ex- 
traordinary if schizophrenia were basically 
a medical disorder. But by implication it 
seems clear that schizophrenia is regarded 
as more than that: it is regarded, and dealt 
with, as a social sin. Possibly the key to 
why schizophrenia is a social sin lies in the 
observation that only a minority of schizo- 
phrenics are selected for institutionaliza- 
tion and that this minority overwhelm- 
ingly comes from the least-privileged social 
classes. In those classes, worklessness is a 
major transgression; and the schizophrenic 
is usually unable to work. 

Now the punitive measures of society 
against the schizophrenic begin to make 
sense: society punishes the schizophrenic 
as an intolerable deviator from the work 
ethic. The treatment of the schizophrenic 
is a consequence of the application of 
sanctions against a violator of the rules. 
Thus, the schizophrenic helps to keep the 
social order intact by serving, unwittingly, 
as the horrible example. 

In a broader context, it may be noted 
that the ideology that emphasizes work as 
a mandatory social virtue is usually called 
the Protestant Ethic. Weber?! observed 
that it was difficult to say whether the cap- 
italist economic system would have orig- 
inated without the Protestant Ethic, He 
remarked that the absence of such an ethic 
retarded economic development in India 
and China even though these countries 
possessed resources and manpower equal 
to England's at the time of the Industrial 
Revolution. 

The relationship between the ethic of 
Protestantism and the values of Western 
industrialism has been extensively ex- 
plored, and only the points pertinent to 
the present discussion need be mentioned 
here. It is hypothesized that a harmony 
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exists between Protestantism and Western 
industrialism in terms of the incentives, 
values, and personality patterns lauded by 
both: an affirmation of the importance of 
“this world" and of one’s work as a "call 
ing," and an emphasis upon industrious 
habits, punctuality, and willingness to per 
form duties without special pay. Behind] 
all the exhortations to economic virtue lies) 
the idea that economic salvation runs) 
parallel to spiritual salvation in every im 
portant respect. Hence, one who labori 
earnestly, uncomplainingly, and diligently 
is doing God's work on earth; and the] 
anxiety that arises from not knowing) 
whether one is chosen is removed by the 
symbols of successful performance in this 
world, 

As the Protestant Ethic became secular 
ized, the rewards of success were directly 
reflected in the favorable judgments of 
the community. By the same token, the 
community defined failure as unwillingness 
to work and punished such failure. 

It is the schizophrenic's misfortune 1 
live in a society with an ideology that 
makes work a crucial virtue, since he 5 
one who does not work. He violates the 
Protestant Ethic; and his treatment is il 
accord with that violation. 

Emphasis on the social bias against the 
schizophrenic highlights the socio-psycht 
logical orientation that has produced 
many fruitful forms of study in schizophte 
nia: family homeostases; hospital networks 
of communication; cultural coloration of 
symptoms; therapeutic communities; aM 
different social and economic contexts 
One point common to all these varieti 
of investigation is that elements in schi? | 
phrenia once considered individual aM 
medical have turned out to be intet 
tional and sociological. It is the positi" 
of this writer that analysis of anothé 
phenomenon in schizophrenia, namely, 1* 
treatment, may reveal more of the nat 
of the society in which the schizoplrt 
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functions than of the nature of his dis- 
order. 

When research asks what it is about 
schizophrenic behavior that threatens the 
community and leads to punitive social 
actions, then research offers an operational 
device for studying a basic structure of 
that community. For schizophrenia, as 
here conceptualized, evidently strains the 
work ethos, explores its limits, challenges 
its significance, and questions its power. 
The social responses to schizophrenia may 
reinforce the work ethos, and may be for- 
-mal demonstrations of the resolution with 
which the community defends itself against 
violators of the work norm. But also, an 
examination of the treatment accorded 
schizophrenics may inspire another look at 
the validity of the work ethos itself. 


Summary 


Empirical observations show that signifi- 
cant social prejudice exists against the 
schizophrenic person and results in hurt- 
ful social action against him. This paper 
presents evidence of this prejudice and 
offers the tentative hypothesis that the 
schizophrenic encounters prejudicial treat- 
ment when he is unable to work and thus 
violates a basic element in the Protestant 
Ethic. 
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Private hospitals 


in community planning 


If the goal of making comprehensive men- 
tal health services available to people in 
their own communities is to be achieved, 
it will be necessary to utilize all the exist- 
ing resources in the community. This 
means appropriate and effective utiliza- 
tion of the private sector of medicine— 
both the psychiatrist in private practice 
and the private psychiatric hospital—as 
well as of all public and voluntary re- 
sources, 

Comprehensive statewide planning for 
community mental health programs was 
begun in all 50 states in 1963, after Con- 
gress made available $4.2 million for plan- 
ning grants to be distributed to the states 
by the Public Health Service. A similar 
appropriation was also made the follow- 
ing year. The grants were received and 
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administered by the designated state met 
tal health authorities, who already. wet 
receiving the annual Federal grants-inail 
for community mental health programs 
In order to receive the grant, each author 
ity prepared and received approval for? 
plan describing how the planning effot 
would be organized and staffed and how 
state and local agencies and other men 
health groups would be involved in tht 
planning effort. 

The two-year planning programs Wet 
to be completed in September 1965, whe? 
each authority was to have ready a orhi 
hensive statewide plan for mental heal! 
services. "This plan is to serve as the bas 
for the state plan for construction of po 
munity mental health centers authorize 
under Public Law 88-164, which provide 
$150 million over a three-year period D 
be distributed on a formula basis to 
state. Additional legislation parit 
Congress in 1965 now provides oper? à 
funds for initial staffing of mental hê 
centers. It thus becomes evident that 
comprehensive planning process Was d 
first step in a chain of yet unfinished § 
toward the goal of making adequate 
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comprehensive mental health services avail- 
able to all the people in their own com- 
munities. 

In order to obtain information about the 
involvement of private psychiatric hospi- 
tals in comprehensive planning and about 
their present and potential capacity to offer 
comprehensive services, the National As- 
sociation of Private Psychiatric Hospitals, 
collaborating with the National Institute of 
Mental Health, sent a questionnaire to the 
186 member hospitals in the Association 
in 1964, A 45 per cent return to a one- 
time mailing was received. Hospitals in 
24 states were represented, with the north- 
east and mid-central states turning in the 
highest proportion of replies. 

The replies showed that 51 of 65 re- 
sponding hospitals had participated ac- 
tively in comprehensive planning on state, 
regional, and local levels. Involvement had 
been greatest in state-level committees and 
task forces. Psychiatrists, social workers, 
nurses, and other private hospital staff 
members had served as chairmen and mem- 
bers of committees and had attended a 
variety of planning conferences. 

The private mental hospitals have also 
been participating in planning the con- 
Struction of mental health centers, in con- 
junction with appropriate state agencies: 
33 have taken part in planning such cen- 
ters on state and local levels. 

The private mental hospitals have in- 
dicated that they are able to provide a 
Tange of services now or in the near future 
(Table 1) Some hospitals have opened 
halfway houses, have established day-care 
Services, and are providing specialized treat- 
Ment for emotionally disturbed children 
and adolescents. Some are affiliated with 
training and research centers. Consultation 
Service to community agencies such as 
courts and welfare departments is part of 
their program. 

One reply to the questionnaire read, 
“We are developing a comprehensive men- 


tal health center ranging from diagnostic 
studies through patient care and residen- 
tial treatment. We are expanding our con- 
sulting services to local public schools and 
are now providing all psychological sery- 
ices to 1,200 school children. Training 
and research are very active.” 

Another stated, “We have plans and 
matching funds for a day care wing... but 
still lack co-operation of other agencies in 
the mental health field to co-ordinate these 
services,” 

Other comments indicated that it was 
felt that there were more obstacles placed 
in the paths of proprietary hospitals than 
of nonprofit hospitals in some of these en- 
deavors. One hospital was planning to 
change from proprietary to nonprofit status 
for this reason. A suggestion was made 


TABLE 1 


Results of survey of 65 private 
psychiatric hospitals on 
services they could 


provide 
Near 
Now future 
Inpatient services 61 2 
Outpatient services 51 7 


Partial hospitalization | services, 

such as day care, night care, 

week-end care 42 8 
Emergency services 24 hours per 

day available within at least 

one of the above three services 47 10 
Consultation and education 

services available to commu- 

nity agencies and professional 

personnel 50 9 
Diagnostic services 58 1 
Rehabilitative services, includ- 

ing vocational and educational 


programs 30 9 
Precare and aftercare services in 

the community, including 

foster home placement, home 

visiting and halfway houses $4 15 
Training 32 10 
Research and evaluation 27 12 


———————————— 
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that contractual arrangements should be 
possible between state and local govern- 
ment units and the private hospitals, both 
proprietary and voluntary. 

The hospitals were asked to comment on 
major problems in providing an effective 
system of comprehensive mental health 
services in their states. Shortage of man- 
power, particularly physicians and nurses, 
was noted most frequently. A number of 
responses called attention to the problem 
of financing adequate comprehensive care 
for all patients in each location and noted 
the problems that now plague state hospi- 
tals. 

The hospitals were also concerned about 
the co-ordination of community and agency 
efforts: 

“There are many agencies offering par- 
tial services which would offer far more 
effective services if their work was co-ordi- 
nated with others. "This includes co-ordina- 
tion between private and public agencies." 

"Better co-ordination between two avail- 
able facilities such as state hospital, private 
hospital and local clinic would be advis- 
able and we are in the process of trying to 
establish better co-operation and more fre- 
quent communication." 

"Biggest problem is co-ordination and 
utilization of available facilities. There 
is nothing so far requested that could not 
be made available if all facilities were co- 
ordinated and properly used. 

“It is hard to get the individual institu- 
tions and services to accept the concept of 


‘have actively participated in the comp 
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collaborative effort and need for maximui 
involvement of nonmedical personnel.” 

“The present nonprofit facilities are m 
being fully utilized and a new ment 
health center will be added to our con 
munity to take advantage of Public Lay 
88-164." 

Other comments called attention to th 
gaps in communication with the pi 
and with general practitioners of medici 
the need for leadership by administri 
in the voluntary hospital field, and th 
need for local initiative. 


Conclusion 


The private psychiatric hospitals are di 
important and integral part of the ment 
health resources in this country. A que 
tionnaire has shown that these hospita 


hensive mental health planning effort ¢ 
the various states. The private hospit 
report that they can offer a wide range: 
mental health services, and they are eagi 
to collaborate with public and private ii 
stitutions and agencies to provide beti 
service to their communities. Manpow 
financing, lack of facilities, and interag 
collaboration are seen as the major 
lems. 


and responsibilities of the private psych 
atric hospital in every community mt 
health program. These hospitals 

needed resources and have capabilities f 
growth and development. 
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Mental health systems and the 
solution of community problems 


In Minnesota we are trying to learn and to 
teach a new language. It isn’t really a new 
language; but for us it has been, and for 
most people it is. Some people spend 
their entire lives speaking this language 
without really understanding it. 

We call it lingua publica, the public 
language. Like any language, it has its 
structure, its dynamics, and its laws of op- 
eration. It is subject to change, but some 
of its usages are very ancient. Its words 
are defined by the way they are used. 

The vocabulary has a familiar sound, as 
the words themselves have floated around 
for years, and even centuries. But the 
quality that distinguishes the collection of 
Words from the language itself is elusive: 
Words like public, government, collective, 
Soctety, mandate, accountability; phrases 
Vas law, public problem, and public 
will, 

. Service is a word that would like to fit 
in this language, to belong to this rather 
exclusive club. It is allowed to take part 
in the conversation, but it is not really a 
member. It is a poor relation, giving it 
self airs. Planning, the most recent appli- 
cant, is being watched carefully by some of 
the more responsible seniors, for it is in 


disguise. It should appear as the verb to 
plan, but instead it is showing up as a 
noun: planning, a commodity, like juice 
in a vat... we draw off as much as we 
need. Some of the older members say that 
the problem with poor planning is that it 
has forgotten that it is a transitive verb 
and must have an object—that is, one does 
not simply plan; one plans some thing, for 
some purpose. Some members insist that 
planning should not be allowed in until it 
can say what it is planning and for what 
purpose. Unfortunately, it doesn’t seem 
to know. But it has many clamorous par- 
tisans striving passionately to have it ad- 
mitted. 

Prevention presents the same problem. 
As with planning, one does not carry out 
prevention; one prevents some tangible, 
previously defined, thing from occurring. 

Some are already familiar with lingua 


Sse en en nen 
Dr. Vail is the medical director of the Department 
of Public Welfare, State of Minnesota, Dr. Funke 
is the director of the Mental Health Study and 
Planning Program, Department of Public Welfare, 
State of Minnesota. 
This paper was presented at the meeting of the 
American Orthopsychiatric Association, March 19, 
1965. 

RED: 


28 


publica. Walter Lippman? has written 
The Public Philosophy, a classical work in 
this language. Yves Simon and F.S.C. 
Northrop are philosophers who have writ- 
ten in this tongue. 

Professions vary in their comprehension 
of the public language. Political scientists 
are fluent, or at least glib, and the prac- 
ticing politicians are deeply immersed in 
it and speak it in their bones. Sociolo- 
gists and social scientists are at least ac- 
quainted with the language, although they 
often are more interested in the grammar 
than in the words and how they are used. 

The humanitarian industries, as they 
are sometimes called, have a tendency to 
become trapped in the service idea. They 
may honestly believe that, if they are em- 
ployed by public agencies, or are paid by 
public funds and are performing services, 
they are thereby automatically contribu- 
ting to the solution of public problems. 
"This always leads to the tendency to evalu- 
ate performance in public work by listing 
the services. We have paraphrased Mil- 
ton’s line thus: “They also stand and wait 
who only serve.” 

Practitioners in the humanitarian fields 
—health, welfare, correction, education, 
the clergy, and others—vary in their fa- 
miliarity with the public language, but 
their real comprehension of it is hard to 
assess. They seem to speak the language, 
but whether they hear it is another ques- 
tion. Within the humanitarian professions 
there is wide variation. Teachers, social 
workers, and probation officers use the lan- 
guage, even if they don’t understand it. 
Physicians, including psychiatrists, are 
normally severely inarticulate, even totally 
dumb, in this language. 

We hope that we can interest someone 
in teaching lingua publica. One would 
think that the publicly supported colleges 
and universities would feel obliged to teach 
it, but this remains to be seen. Schools of 
public administration, by the way, may 
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offer instruction in certain technical as- 
pects of the subject, but whether they 
grasp or can communicate the essential 
concepts is another matter. 

The immediate application of lingua 
publica to the mental health field is in the 
matter of community psychiatry, a good 
thing, the very latest of the good things 
that have come our way. One problem is 
that no one has defined it. It appears that 
one is practicing community psychiatry 
and related arts (though no one has yet 
talked about “community psychology”) by 


the simple means of being on the public | 


payroll for a day or more per week, es- 


pecially if the time is spent in some nom | 
psychiatric setting. Of these, schools seem | 


to be the most acceptable, closely followed 


by courts and jails, then probably family | 
service agencies, with welfare agencies also | 


somewhere down the line, especially those 
not tarred with the brush of public relief 
or not concerned with hard-core families 
that don’t respond to treatment. This 
proposition sounds absurd, but how else 
can one explain the fact that the tax-sup 
ported training programs of today can be 
seriously defended by statements that their 
graduates are really "contributing to pub: 
lic service" when they take a morning à 
week away from their practices to consult 
at some local agency in the practice of 
"community psychiatry"? , 

The critical issue is the concept of public 
and what it really means. The public com 


cept is a level of abstraction that is differ 
ent from that of the individual level. The | 


community is not simply the aggregate 0 


the individual persons or the individual 


families that dwell and work there. The 


community has its own collective cO! 
science, its sanctions (represented by its 
laws), and its own definitions of what co™ 


stitutes a problem. The collective con 


science and the collective definition ° 
problems are not simply a sum or an 
age of the individual components. 


com f 


aver 
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whole is not the same as the sum of its 
parts; it is a different level of abstraction. 

Government is an instrument created by 
the public for certain purposes of social 

"control. Public problems, as we use the 
term in this paper, are those that are de- 
fined by government and require some gov- 
ernment action for their solution. 

It has been very difficult to communicate 
the concept of public qua public. For ob- 

scure reasons, possibly going back to the 
Protestant Ethic and other deep sources, 
we will always think of the individual and 
regard helping or serving individuals as 
being invariably the same as helping or 
serving at the level of public concerns. 
The latest thing now is "not the individual 
but the family"—but again it is the family 
taken as an autonomous unit. With re- 
gard to the public level of abstraction, we 
are not much further along. 

When we stress the public level, we are 
mistakenly believed to ignore the individ- 
ual. What we say is that both public and 
individual levels are important and inter- 
related. But the public level is strange, 
unknown, and neglected. 

. Analogies or models to communicate the 
concept of it are hard to come by. The 
field of combat furnishes one analogy. Here 
one could view the individual level as box- 
ing, while the public level would be wag- 
ing war. It is not merely a question of 
numbers or even complexity, but a differ- 
ent level of abstraction that we are dealing 
with. The problem as defined by the in- 
dividual pugilist is different from that de- 
fined by the division commander. 

Public health is for us the most familiar 
example used to communicate the concept 
of public. The individual level of opera- 
tion is what is done for cases of typhoid 
fever. The public level is what is done 
about the disease rate in a particular local- 
ity. The difficulty is that this model may 
be transferred to mental health inappropri- 
ately and without portfolio. The preven- 
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tive measures undertaken by public health 
to solve the problem of typhoid fever can 
be shown to reduce the incidence and pre- 
valence of typhoid fever. In mental health 
we speak of preventive services even when 
no such relationship can be convincingly 
shown between any problem that has been 
identified as a mental health target and 
the "preventive" measures that are aimed 
at reducing it. Thus the translation of 
public health into public mental health is 
difficult. 

What the public health field does offer us 
is an example of how problems can be 
spectacularly reduced. This is done by a 
specific attack against the problem, and 
prior to that—essential to the attack—a 
precise definition of the problem as a pub- 
lic problem. 

This leads to our first major conceptual 
steppingstone: definition of the problem. 
More specifically, who (or what) defines 
the problem? The problem as defined by 
the individual private sufferer and his in- 
dividual therapist is different from the 
problem as defined by the public body. In 
the mental health field we are in a difficult 
and confusing situation. The individual 
workers themselves cannot agree as to what 
their target areas should be. More seri- 
ously, there appears to be no adequate pub- 
lic consensus as to what the problem is as 
defined at the public level. The public 
may reach a consensus, but all too often 
the professionals talk them out of it. 

Our studies of laws, newspaper articles, 
comments by legislators, and other sources 
in which the will of the body politic can be 
discerned, suggest that the problem-target 
for public mental health as defined by the 
public is still major mental disorder. Again, 
we must think of this in the way the public 
defines it: not as “schizophrenia,” “psy- 
chotic depression,” and so on, but as dis- 
ordered behavior of such magnitude and/ 
or peculiarity (as contrasted to ordinary 
wickedness or fecklessness) that some dras- 
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tic action of commitment to guardianship 
or institutionalization is required. 

It is important to make clear that the 
designation of a target area of accountabil- 
ity is not to be confused with “doing some- 
thing." The usual response of commu- 
nity "mental healthers" to the proposition 
that major mental illness is the first order 
of public business is the anxiety about 
perhaps having to step up their intake of 
posthospital patients; they may become 
very defensive. One can fulfill his respon- 
sibility to the problem-target of major men- 
tal disorder in other ways than by seeing 
the patients in direct clinical contacts. In 
Minnesota, for example, where aftercare 
responsibility is assigned by law to the 
county welfare department, the community 
mental health center aftercare function 
may be quite appropriately shifted to the 
task of training the county welfare depart- 
ment personnel to do a more effective job 
of carrying out the responsibility that has 
already been determined. 

A second cry of the professional is that 
the focus on the problem of major mental 
disorder is too narrow. "Positive mental 
health" is the battle cry from the shiny 
towers high above the battle scene. But 
the troops are well aware that the public's 
money and muscle have been mobilized to 
attack and reduce the problem of major 
mental disorder—which, in the words of 
the Joint Commission? ". . . is the core 
problem and unfinished business of the 
mental health movement . . ." 

Our next steppingstone is the definition 
of systems. We have elaborated two of 
these so far. 

The first is the voluntary market system. 
This is the market place of free enterprise. 
The customer obtains the goods and serv- 
ices of his choice, and the purveyor is free 
to serve the customer or not. The pur- 
veyor may not have, or seem to have, what 
the customer wants; then either the custo- 

mer must go elsewhere or the purveyor 
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must "sell" the customer until they come 


out with a contract. The customer may 
not be able to afford the cost of the goods 
or services, in which case he goes without, 
or some other adjustment must be made 
if he is to remain a customer. Government 
may enter into the transaction by way of 
regulation (for example, licensing the pur- 
veyor) or by subsidizing the customer so 
that he has the necessary funds, or by sub- 
sidizing the purveyor so that the goods can 
be sold at a price that the customer can 
afford. 

It appears that community mental health 
services commonly operate according to 
the modes of the voluntary market system. 
The services are viewed as desirable by the 
community, and there is a certain demand 
and a ready market; assuming reasonable 
public relations efforts, the center or clinic 
will be "popular." As the customers can- 
not afford the purveyor's services on their 
own, government is willing to make a sub- 
sidy. The transactions are voluntary 0" 
both sides. This is important. The op. 
tion to transact business is not only up 0 
the customer—in this setting called the 
"client" or "patient"—but also to the pul 
veyor, the clinic or center. This is where 
the selection standards enter in. The dif 
ficulty from the public point of view !5 
that this mode of operation is too opel 
ended. Depending on the criteria that 
prevail locally, too much slips through the 
net; and there may, in fact, be no reduction 
of serious problems as the public defines 
them: not only major mental disorder, but 
crime, delinquency, various forms of de 
pendency, and the like. 

The other major system we have $0 far 
detected in operation is the public system. 
We have called this the public servi 
system but are now disquieted about 
the insertion of “service” here, because ° 
the inherent difficulty in the “service” E 
cept. We are now toying with public E 
date system as possibly conveying bett 
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> mandatory element in the situation: 
the definition of problems by the public 
‘will and the public level of knowing, the 
a tus of law, the element of compul- 
sion, and the implied or actual police 
power of the state as an ancient and omni- 
"present factor in the equation. Still, we 
e not quite satisfied with this term. 
Examples of the public mandate system 
ntal health are the state hospital, the 
cc welfare department, the probate 
court, and the county attorney, all of 
Which have statutory responsibilities un- 
‘der Minnesota Jaw for certain functions in 
‘Yegard to the problem of major mental dis- 
» These instruments operate directly 
government. 
Rein,’ in a brilliant article entitled “The 
cial Service Crisis," has described the 
apa target group of the public 
‘Mandate system as being not in the cus- 
. tomer-client class but in the class of “vic- 
tims” and “deviates.” . Class is used de- 
liberately, as there is a marked drop in 
"prestige from the "customer-client" to the 
Next categories, and even from “victim” to 
deviate.” This drop in status applies not 
only to the user or recipient of the service, 
but to the agent as well. The entire set is 
different, in fact; the "customer" idea is 
hard to apply to a patient being detained 
Ín a hospital by court order. The fact is 
‘that the easy-going mutual acceptance, the 
Contract by handshake of the voluntary 
market system, no longer works; and there 
LI Some element of compulsion on both 
Sides, together with some (possibly unwrit- 
ten) rules of eligibility or admissibility. 
d is a pity that there must be this pres- 
tige differential. The fact is that it is in 
Telation to the victim-deviate target groups 
hat the greatest social and public agonies 
arise; it is in this area, served by the public 
Mandate system, that government has had, 
4nd will continue to have, its greatest direct 
E But it is the public man- 


ite system, in which the accountability 
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exists in direct form, that is the poorest- 
manned and the least-regarded. In Min- 
nesota we are seeking ways to improve 
this situation. One approach is that used 
by the infantry soldier: scorn us or not, we 
are doing a job that has to be done; no one 
else has the guts to take it on or the skill to 
do it as we do. Such an approach is more 
appropriate in terms of public account- 
ability than allowing the public mandate 
system segments, by default, to try to met- 
amorphose themselves into voluntary 
market system operations by refusing to 
deal with victims and deviates and concen- 
trating instead on clients and customers. 

It might also help to begin putting more 
public money where it belongs, in the pub- 
lic mandate system. Let it be clear that 
this does not necessarily mean investing 
money in state hospitals or any other single 
component of the public mandate system, 
but rather, in the system itself. 

The need is not to try to make the volun- 
tary market system do the job of the public 
mandate system. Nor should the public 
mandate system neglect its mandate by en- 
tering so far into the voluntary market that 
it loses its base (or, in the lingo of the poli- 
ticians, “forgets where it came from"). The 
need is to unite the existing forces in the 
two systems and to make them function to- 
gether. 

Several insights emerge. One of them is, 
at least in Minnesota, that the aggregate of 
the voluntary market system is really quite 
impressive. Here is where the service 
shibboleth is so misleading. When things 
don't seem to be going well we are tempted 
to complain that we need more services. 
Our thesis is that the great public need is 
not for more services or even better services 
(for investigation will show that the pur- 
veyors are skilled and dedicated profes- 
sionals operating effectively in the terms 
of the voluntary market system), but rather 
for a public program that puts these serv- 
ices to work in relation to each other, 
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toward the solution of defined public prob- 
lems. 

We have also shown * in Minnesota that, 
regardless of what it will take to develop 
the public mandate system as a whole, at 
least the state mental hospital can be made 
more effective, and indeed brought to the 
level of a first-class standard of excellence 
in performance, without huge investments 
of money. Furthermore, at Rochester, Min- 
nesota, we are testing ways in which the 
voluntary and public systems can be linked 
together on state hospital grounds. This is 
indeed an exciting prospect. 

We have always suspected that the ob- 
ject of the Federal planning grants was to 
stimulate the states to plan for comprehen- 
sive community mental health centers. The 
irony of our situation is that our research, 
done through the use of planning funds, 
suggests that the comprehensive community 
mental health center model (which has been 
offered to us as the key to the future) is not 
the key for Minnesota. It is only one among 
the possible future strategies for the attack 
against major mental disorder. 

What is needed first is not more services, 
not some new pattern or location of services, 
not increased activity in the voluntary mar- 
ket system. What is needed is not continuity 
of services or continuity of care. What is 
needed first is continuity of responsibility 
for the solution of defined problems. We 
are trying to develop the concept, not of a 
new kind of facility or a new kind of service, 
but of a new kind of authority in the mental 
health field—more precisely, in the public 
mental health field. 

The object of this authority would be to 
provide, at the local level, a way to see to 
it that the public mandate is carried out, 


* Space does not permit an account of how this 
was done. Two essential steps have been: (1) to 
break up the old pyramidal hierarchy institutional- 
ized in the position of the medical superintendent, 
and (2) to mount a direct attack on the problem of 
dehumanization. 
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that the public problem of major mental 
disorder will be reduced, and, toward that 
end, to guarantee that the individual suf- 
ferer (or the nonsufferer who inflicts suf 
fering on others) will obtain the services he 
needs. This may be done through existing 
resources, or new resources may be required, 
Once continuity of responsibility is firmly 
established—responsibility that commits all 
components in the public mental health 
spectrum—continuity of care can be made 
to follow. 

Looking about us, we find that the idea 
is not new. Britain has established (though, 
as we understand it, it is-not fully imple 
mented) the position at the local level of 
the Mental Welfare Officer, whose functions 
are similar to those we envision. Reiff and 
Riessman * have written recently about the 
role of the "expediter," which they compare 
to the old-style political ward boss or the 
ombudsman of Scandinavia, whose job is to 
steer people to the right place and to se 
to it that they arrive and get what is coming 
to them. New Mexico," we have learned, 
is experimenting with the concept of "co 
ordinator” at the local level; and Kelly’ 
has written of the mental health "agent." 

The old referral service idea is appro 
priate. Our proposal might be called a re 
ferral service with guts and muscle, 
which referral does not terminate respons! 
bility. We are thinking of a public mental 
health office and a public mental health of- 
ficer. As we view the situation, his base 
would have to be in the public mandate 


system. Whether this would be a special | 
branch of the county welfare department | 


the county probate court, the county at 


torney's office, or some other direct branch | 


of the county or other government, has ye! 


to be seen. We still have much work to do | 


in elaborating this model and defining hi 

nature and extent of the legal authority 

that would be appropriate in Minnesota. 
Let us not just gather around the bowl, 3 


seems to be the fashion nowadays, for ^ | 
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dram of mental health punch: equal parts 
- of planning, prevention, and service. Let 
"us plan, by the deliberate use of reason, for 

the prevention and solution of public prob- 

lems, and let the public be served. This is 
- the way to the Great Society. 


REFERENCES 


1. Lippman, W.: The Public Philosophy. Boston, 
Little, Brown, 1955. 


2. Joint Commission on Mental Illness and Health: 


33 


Action for Mental Health. New York, Basic Books, 
1961. 


3. Rein, M.: Trans-Action, 1:3, 1964. 


4, Reiff, R., and Riessman, F.: The Indigenous 
Nonprofessional. Report No. 3, National Institute 
of Labor Education, Mental Health Program, New 
York, 1964. 


5. Mariani, G.: Personal communication, 1965. 


6. Kelly, J. G.: The Mental Health Agent in the 
Urban Community. In Duhl, L. J. (ed): Urban 
America and the Planning of Mental Health Serv- 
ices, New York, Group for the Advancement of 
Psychiatry (Symposium No. 10), 1964, pp. 474-496. 


MARTIN COHEN, Pu.D., JACKSONVILLE, ILL. 


For the past several years, one of our volun- 
teers * has been engaged in individual com- 
panionship therapy endeavors with patients 
called “chronic schizophrenics.” She has 
been supervised in her work by members 
of the hospital psychology department. Her 
enthusiasm for the work and her desire to 
broaden its scope via “bridges” to the com- 
munity led to formation of a treatment 
project called Hospitality House. 
Hospitality House is a six-room dwelling 
purchased and tastefully furnished by the 
volunteer. It is across the street from the 
hospital and contains the following object 
ingredients, among others: radio, phono- 
graph, television, well-equipped game room, 
soda-pop machine, and snack bar. The 
volunteer and her assistant (a former pa- 
tient who was the volunteer’s first com- 
panionship therapy client) provide growth 
relationships for anyone visiting the setting. 
Hospitality House is open several hours 
each day of the week (some twenty hours in 
all), and is intended for use by patients still 
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Hospitality house 


Volunteer companionship therapy 


through a community center 


in the hospital, those discharged and living 
in the community, relatives of either group, 
hospital personnel, and community friends 
at large. 

Officially, Hospitality House began op 
erations in November 1964. Community 
orientation, culminating in an “open 
house,” had been in progress many months 
prior to that time. The volunteer's col- 
laboration with hospital staff was apparent 
from the moment the Hospitality House 
idea was born, and continues to this day: 

An interdisciplinary committee meet 
regularly with the volunteer to discuss all 
matters pertaining to Hospitality House 
It is envisioned that patient representative 
will join this committee in the near future 
Thus, they will participate more directly 
in planning for the facility. Eventually, i 
is hoped that they will be the main source 
of program initiation. 

Thus far, Hospitality House has been 
frequented most by patients still residing 
in the hospital, primarily on the “long 
week ends. They seem to think of it 25? 
place to socialize or just relax—as e 
a home setting than the large hospita? 
Several have brought in relatives and othet 
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visitors. Hospital staff appear to have in- 
corporated the House philosophy in their 
over-all approach to treatment. Some have 
held group meetings of their own (and with 
patients) there. Unit teams recommend pa- 
tients for Hospitality House privileges. 
More of the open hospital-community treat- 
ment philosophy appears in the hospital 
than previously. Also, more townspeople 
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have absorbed the importance of commu- 
nity reorientation for patients. It is likely 
that some of them will prove very helpful 
as actual Hospitality House Committee 
members in days ahead. 

The Illinois Association for Mental 
Health recently gave recognition to Hos- 
pitality House and presented an individual 
service award to its volunteer sponsor. 


PSYCHIC WOUND 


Never the wound to the spirit heals, 

Ever it gapes between scab and scar, 
Thin edge of the gash red-raw; 

And the drops startling to innocent prod, 
Malicious thrust or unthinking move. 
Never the wound to the spirit heals, 

Ever, forever is vulnerable. 


But the wound exposed to love 
And traced with reverence? 


Pain can be borne 


And mutilation’s shame. 


—HAZEL KUNO 


ALLEN WELKIND, M.D., MAPLEWOOD, N. J. 


FELIX. A. UCKO, M.D., NEWARK, N. J. 


RAYMOND H. GEHL, M.D., MAPLEWOOD, N. J. 


Providing a therapeutic climate 


In group therapy the leader likes to think 
that he is “doing” the therapy—or at least 
shaping it. Actually, as he must know, the 
patients are helping each other. This is 
scarcely a new discovery. It has always 
been known that people in trouble can 
somehow draw solace out of being part of 
a group. Van Gogh,! writing to his brother 
from the hospital in San Remy on May 22, 
1889, commented: 


For though there are some who howl or rave 
continually, there is much real friendship here 
among them; they say we must put up with others 
so that others will put up with us, and other very 
sound arguments, which they really put into prac- 
tice. And among ourselves we understand each 
other very well. For instance I can sometimes chat 
— 
This work is from the Essex County Overbrook 
Hospital at Cedar Grove, New Jersey. Dr. Gehl is 
a lecturer in the training program there and a con- 
sulting psychiatrist at the Veterans Administration 
Hospital in East Orange, N. J. Dr. Welkind and 
Dr. Ucko are director of professional training and 
clinical director, respectively, of the Essex County 
County Overbrook Hospital. 
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by pairing patients 


A preliminary repot 


with one of them who can only answer incoherell 
sounds because he is not afraid of me. If som 
has an attack, the others look after him and inlet 
fere so that he does not harm himself. 


At the Essex County Overbrook Hospitl 
(Cedar Grove, N. J.) a severely Me 
catatonic patient was in extremis on 
wards. She was incontinent, lying FE 
fetal position, refusing food and care. al 
was, in that condition, highly suscepti? i 
to serious intercurrent infection. We a 
dered if continuous psychotherapeutic a 
tact might ultimately reach her and sit 
break through into her state of narciss!s i 
withdrawal. The idea was good, but 3 
skilled psychotherapist was available to ing 
vote the time that this kind of unflagg! 
and consistent contact required. " 

While the staff and consulting poo 
trists were discussing this problem, we. 
accosted by another patient whose d 
picture was entirely different. This pa™ di 
Was a symbiotic type, aggressively E 
ing for persons or objects with whom 
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| could merge and fuse. She would not let 
us pass until she found out our names and 
our business. She seemed to have a des- 
perate need to intrude herself and to break 
through our boundaries, not the usual so- 
cial boundaries of privacy, but (something 
- gne could sense in a feeling of intrusion) 
‘the ego boundaries themselves. The staff 
doctor, who knew the patient, said that this 
was her usual mode of interaction. Staff 
- and patients alike tended to protect them- 
selves from her fusion tendencies. 
| The simultaneous occurrence of these two 
events suggested a particular approach. 
The question was: What would happen if 
we brought these two patients together, one 
as "therapist" and one as patient? The 
symbiotic girl seemed a “natural” to be 
paired in a therapeutic role with the cata- 
tonic woman as the patient. If the “ther- 
apist" could only get under the "patient's" 
skin and intrude herself into that with- 
drawn, closed-off ego, then the staff could 
make contact and provide further help. 
The idea was put to an immediate test. 
Susan was asked if she would try to help 
Virginia (the catatonic), who was very ill 
and needed someone to spend a great deal 
of time with her. We expressed the hope 
that she could stay with her at least three 
hours a day and attempt, during this time, 
to make her feel that someone was really 
interested in helping her to get well. The 
Word "therapist" was not used. We made 
no formal request for note-taking. We 
hoped that she could let us know about the 
Progress or lack of it by reporting to us in 
Some way. Susan said she would try, and 
We introduced her to Virginia. 

The ward staff agreed to co-operate in 
this novel project. Virginia was on heavy 
doses of phenothiazine tranquilizers and 
Was scheduled for a new series of electric 
shock treatment the next day. We discon- 
Unued the drugs and cancelled the sched- 
"led electroconvulsive therapy. It was 
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agreed that, for the duration of the project, 
no treatment would be used except the 
“pairing.” 

The Patients 
Virginia 

Virginia is a 29-year-old woman who was 
hospitalized for the first time in September 
1960. She was unable, and her husband 
was unwilling, to give any significant back- 
ground material. According to the commit- 
ment papers, she thought that people were 
watching her wherever she went, that some 
one was “trying to put a snake” on her. 
She once threatened to jump out of a 
window with her baby in her arms. When 
she entered our hospital she was utterly 
disoriented and almost mute. Sometimes 
she insisted that she was conversing with 
God. Within a week of admission she was 
in a complete catatonic stupor. After eight 
electroconvulsive treatments, she was a bit 
more co-operative, but was still badly con- 
fused. After a year of treatment, mostly 
phenothiazines and electric shock (with 
succinyl choline), she improved and was 
discharged in October 1961. 

In February 1964 she was again com- 
mitted to our hospital. Now she was pre- 
occupied with auditory hallucinations and 
persecutory delusions. She felt her hus- 
band and people in her home were all 
trying to hurt her. Within a fortnight 
of her readmission she went into a tradi- 
tional catatonic stupor, complete with waxy 
flexibility. She had to be fed intravenously. 
After a series of electroconvulsive treat- 
ments, she started to improve, and was 
placed on leave in July 1964, Her improve- 
ment was not sustained, and within five 
months she was back in a catatonic stupor. 
This time neither electric shock nor drugs 
seemed to help. By the end of February 
1965, Virginia had to have intravenous 
feeding to stay alive. And then it was that 
Susan started seeing her several times a day. 
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Susan 


'This 24-year-old, unmarried mother was 
committed to the hospital on May 27, 1963. 
Her baby had been born when Susan was 
18. Though her parents were living to- 
gether, Susan and her four siblings had 
spent most of their lives in an orphanage, 
and most of their care had been provided 
by welfare agencies. One of these agencies 
told us that our patient's mother had con- 
genital syphilis, was promiscuous, and had 
deserted her husband for long periods of 
time. Susan's father denied this, saying 
simply that, because of his wife's illness 
and his own busy work, he had had to place 
his children in an orphanage. 

Susan reached second-year high school 
when she quit to go to work. In 1962 she 
had a subtotal thyroidectomy. In May 
1963 she took an overdose of barbiturates, 
and this led to her commitment. 

When she came in she was talkative and 
boastful. She told us that at one time or 
another she had tried almost every drug 
known. She boasted of her sexual ad- 
ventures and misadventures and proudly 
said she belonged to an "exclusive" group 
of prostitutes. She said she preferred homo- 
sexual relations, and just to prove it she 
decorated the walls around her with pin-up 
girls in various stages of undress. She made 
homosexual overtures to other patients and 
female personnel. She tried hard to impress 
us as a comical person— "gay" in the usual 
sense. But beneath this sham gayety was 
a streak of bitterness, hopelessness, and 
cynicism. 

Her hospital course was a stormy one. 
She eloped on several occasions and was 
found to have barbiturates on her person 
frequently. On one occasion heroin was 
found. She seemed to derive pleasure from 
making herself unpopular with the staff by 
chiding them for not doing enough for 
the patients. 

In November 1964, when she was en- 
couraged by an understanding nurse, Susan 
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began showing an interest in assisting de 
teriorated and helpless patients. She volun: 
teered to feed them and take them to the 
bathroom. Given a privilege card, she used 
some of her "free" time to take teen-ag 
patients to the coffee shop. When chargel 
with responsibility for the patients, she 
proved to be reliable. | 
In February she was assigned to Virginia 
and (despite her protestations to the com 
trary) she took this project seriously. While 
helping Virginia, she agreed to have ar 
other thyroid operation (which she hal) 
refused to consider all these years). 


The Project 


Susan decided to keep a day-to-day dianf 
of her contacts with Virginia. The follow 
ing material is a verbatim transcript of that 
diary. We have replaced the other patienti 
real name with "Virginia." Except fo! 
this change, we have not altered a singl 
word in this diary. 


First Day, February 18 

Visited at 9:30 a.m. Went into front visiting 
room with patient. We were left unattended. ] 
asked questions concerning her likes and disliké 
Waited after each question for a respon 
none. I made small attempts at feeding her eggnot 
Patient made no attempt to drink so I discontinu! 
my efforts, I began reading a book to Virgini. 
I picked "Heidi" not knowing what would b 
easiest for patient to listen to. Read for half n 
hour. I then proceeded to baby her. I painted 
her fingernails and toenails and spoke to het 
babyish manner, It was no go. 11:15 a.m. W 
lunch was ready. Attendant took her to the b 
I left. 


6:30 p.m.—February 18 «iiid 
Returned to ward. Was difficult getting Virg? 
to stand up to get her up front. Once she i 
steady on her feet, it was a job coaxing her to V a 

alone. Patient did fairly well. I was allowed 
take her to private room up front. I spoke to " 
about her four children and husband. I tried 
get her to tell me their names. I spent one hes 
with her and left at 7:30 P.M. 


Second Day, February 19 gi 
Visited patient at 9:45 A.w.—difücult tO KC 
patient up to front. I brought a portable 
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I played it for 20 minutes, and spoke to her for 
the remainder of the time. I teased her about 
having her eyes closed. I kept lifting up her 
eyelids to see the color of eyes. She would roll 
her eyeballs back so only the whites could be seen. 
Patient drank 114 cups of eggnog. She didn't enjoy 
that at all. I left at 11:15 a.m. Virginia went 
back for lunch. 

During the course of my visit, one nurse came in 
and started speaking to me. She told me, in front 
of the patient, that it was hopeless for me to try 
helping her. She told me that I was wasting my 
time, that Virginia was going to die. When she 
left the room I told Virginia not to listen, that the 
nurse was crazy. 


5:25 p.m.—February 19 

I found Virginia in the back of the day room as 
usual I couldn't get a nurse to help me so I tried 
to lift Virginia out of the chair alone. I tried to 
stand her up. Then she almost fell I pushed 
her back immediately. Then she opened up her 
eyes and looked at me. If looks could kill, I would 
be dead. I imagine she was angry because I almost 
made her fall. I got an attendant to help me get 
Virginia up front. She kept her eyes open all 
through my visit. I spoke to her all of the time. 
I managed to get a “no” nod from Virginia. Later, 
talking about different ball clubs, I couldn't get 
Virginia to tell me what team she preferred—so I 
told her she probably likes the Mets because they 
were lousy. This struck her funny and she laughed 
aloud. I was stunned. 


Third Day, February 20 

I went at 8:30 A.M. She was in the lavatory with 
an attendant, I waited until the rituals were fin- 
ished and, when she was standing straight, I took 
her hand and she walked up front with no help 
except her hand in mine. Her eyes were wide 
open all the time. I turned the radio on and 
Placed it on her lap and let her hold it. I spoke 
about taking her off the ward. I told her I would 
get permission Monday morning and I would take 
her to the beauty parlor and get her hair done. 
All the time I spoke to her, she followed all my 
Movements with her head. About that time Dr. 
Ucko came to see her. He spoke to her and placed 
his hand upon her shoulder. She stared at him. 
He stood up all the time he was there—so she had 
to tilt her head up in order to look at him. Later, 
when she and I were alone, I started teasing her, I 
started to laugh with her. The more I laughed, 
the more she did. Then Dr. Feldman came to 
See her. He pulled up a chair and sat across from 
her. Together we made funny talk, and a couple 
of times we succeeded in getting her to laugh 
again. During my visit she started doing more 
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on her own. She seemed to be slipping down in 
the chair. She picked herself up slightly and placed 
herself back in a more comfortable position. Once 
she turned away from me and looked out the 
window. I could see her eyes searching out there 
all around. Dr. Ucko and Dr. Berman came into 
the ward about 10:25 and took Virginia by both 
arms and brought her to the day room and put her 
in a chair. Before I left the ward, I told her I 
would come back during the day. 

I returned to see her three times in the afternoon 
for short periods of 5 or 10 minutes. Each time 
I found her with eyes wide open, Twice I noticed 
she had no slippers on—they were a few inches from 
her feet. Later I saw that she kicked them off 
herself. I saw her at 8:30, at which time she 
had vomited all over herself. I cleaned her off and 
told the nurse to get on the ball and have her dress 
changed because she smelled of vomit and was 
sitting in urine Damn them, why don't they 
work for their money instead of always taking coffee 
breaks! 

I came at 5:30 p.m. and found Virginia watching 
television. She had her shoes off. I put them on 
for her and asked an attendant to help me to lift 
Virginia up straight. As we walked down the cor- 
ridor, I started talking with her. We sat down. 
I put the radio on Virginias’ lap and turned it on. 
She was restless, kept twisting in her chair. Guess 
she was trying to find a comfortable position. 

The doorbell rang. Virginia looked up, and 
looked toward the door. It was another patient 
returning to the ward. "I'm sorry, Virginia," I 
said, "Im sorry that it's not Bill; you looked so 
anxious." (Bill is her husband.) She closed her 
eyes. "Don't close your eyes,” I said. “Here on 
the radio is rock and roll. Maybe it will keep you 
awake . . . that's better." 

Then she started cleaning under one fingernail, 
using the other fingernails like scoops. I want to 
do it for her. Guess she would rather do it herself. 
When I talk to her she looks at me like she ques- 
tions my presence. I'd be thrilled to hear her 
say one word. She doesn't want her shoes on so 
TIl let her keep them off. She must have caught 
my itch because she is scratching her right knee 
like she wanted to tear her skin off. She's making 
me itchier. Maybe she wants me to sing some 
spirituals. She really is a religious girl, I found out. 
Virginia is now very tired looking. We really had 
a good day. She seems conscious again of dirt 
under her fingernails, She is not in the mood for 
jokes. She closed her eyes and moaned. I called 
the attendant to put her in the back. This reclin- 
ing position of hers is too much. I'm leaving— 
6:30 r.M.—calm of mind, all passion spent. 
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Fourth Day, February 21 

Came at 9 o'clock. I brought Virginia up front. 
Patient can walk all alone except she still has to 
be straightened out first. I combed her hair and 
brought her a flower and pinned it on her dress. 
1 played the radio and talked to her about going 
to church, fried chicken and other things. Patient 
has been belching constantly. She has been moving 
her hands and legs much more this morning. I 
inquired and was told she ate a good breakfast, 
Dr. Ucko came to see her and spoke with her. He 
walked her to the back. She laughed for him and 
I left after that, 

I went back to see Virginia at 12:45 and took her 
for a walk up and down the hall. After that we sat 
in the front rooms, Virginia was belching quite a 
bit. We are listening to the radio. The way she 
looks at me and everything I do, I feel like she's 
studying me. Every once in a while, I feel like 
she's going to talk to me, I left about 1 o'clock. 

l returned at about 2:45 and met Bill, her 
husband. He was very pleased that she was awake, 
Virginia was sitting on his lap in the patients" dining 
room. They were the only two in there. I went in 
there and sat with them for a little while. Bill 
was teasing Virginia about not getting any sugar 
(sex) for a long time. He said he missed her very 
much. He told me that she loved cooking. He 
joked with her and had her laughing. She kissed 
him, but wouldn't talk. He told me he knew now 
that she would get better, and this time for good. 
The attendant just brought in a cup of juice. I 
made Virginia drink it. Her nose did not have 
to be held in order to get her to drink it. She 
did that on her own. Another day, another hurdle. 
She made a couple of sounds, but no talk. Her 
husband told me she doesn't smoke, 


Fifth Day, February 22 
When I came in to see Virginia, the nurse told 
me that I could not stay because, she said, Virginia 
wasn't doing well. But when I went over to her, 
Virginia seemed all right. When I held her hands, 
Virginia rose from the chair herself. To myself, 
I said, “This is even better" We walked down the 
corridor. We sat in the visiting room and, after 
combing Virginia's hair, I put a red ribbon in dt 
The same nurse came in, took Virginia out, shooed 
me away and closed up the room. I called Dr. 
Ucko and he came and straightened things out. I 
brought Virginia back up front again. I notice 
that while I'm writing these notes, Virginia is 
twisting her neck trying to read what I'm writing. 
—..4 
* A group of recently ordained priests was Spending 
some time at the hospital, getting practical experi- 
ence in pastoral psychiatry, 
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I handed her the pad and let her read what I had 
written up to this point. 

She drank some juice, and I just learned from 
the attendant that she actually ate her entire break. 
fast. She walked across the hall, pointed to the 
mural and seems to be studying it. I learned that 
the attendant got Virginia to take a shower this 
morning and then washed her hair. Virginia likes 
this attendant. 

I went out to fetch a blanket. And when I came 
back, I found Dr. Ucko fussing over Virginia. After 
he left, Virginia took to crying, with her hands 
over her eyes. She wouldn't tell me why she was 
crying. Virginia still doesn't want to talk, but 
that's all right for now, as I told her she ha 
made lots of progress and I am very proud of 
her. I found out from Bill that Virginia is 32 yean 
old. 

She cried again in the afternoon. I couldn't get 
her to tell me why. I got a cold wash cloth and 
put it on her face. She jumped from the chill. 
I then started to clean her nose. This really upset 
her. She started to yell at me when I stopped. 
She shook her finger at me, in a warning waj. 
About 4 o'clock her husband came. I wasn't on 
the ward. She ate her supper for him. I went 
down for a couple of minutes, He told me it was 
their wedding anniversary. fi 

I returned at 6:15, Virginia walked alone again. 
I played the piano for her, She drank some juice 
and kept yawning in my face. I stayed till 7:15 
and walked her up and down the hall a couple of 
times and then I left. 


Sixth Day, February 23 t 

I picked up Virginia at 8 o'clock; this morning 
we went down to the beauty parlor alone. 

We both had our hair done. I joked with her 
awhile as she was in the chair. She was pio 
generous this morning with her laughs. Virgini? 
did very well down there, We left at about 10 
o'clock and walked back up to the ward. When 
We got inside, a couple of nurses teased her about 
her hair. She became giggly. I left about 10:30. 

I returned about 1:00 to visit again. I brought 
Virginia to the front visiting room, Then Virgini? 
and I went to the coffee shop. I bought her a? 
ice cream and fed her. Later we went into the 
lounge. It was filled with young priests* Dt 
Anderson spoke to Virginia and tried to get her ? 
speak. It was no go. Then I took her to the 
lavatory in the next building. I directed her t° 
the john and went outside to have a cigarette. J 
heard her talking. I went inside and she Wi 
saying “Oh, Jesus, Jesus, Jesus, help me, help mê 
She was having trouble with her bowels. 1 
her for a walk after and later went back to het 
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ward. Her pastor was waiting there. He was 
disappointed that she wouldn’t speak. I started 
teasing her by pulling her nose, which always makes 
her angry. I persisted and this really annoyed 
her until she became furious and said, “Hey there, 
what is this?” The Reverend was very happy to 
hear her say something. He told her he was going 
to tell her husband. He quoted the 28rd psalm 
for us. He reminded Virginia that the last time 
she was ill she told him that God told her not 
to speak. He tried now to explain to her that it 
wasn't God but only the devil. He said the devil 
picked on her because she was a religious girl. 
After all this seriousness, we both began to play 
around with her. She laughed—got angry again. 
She said, “Stop that, I don’t want to talk." I left, 
leaving her with the pastor. 

I returned at 5 o'clock. I found her sitting in 
urine. I took her in the locker room, got a clean 
dress and changed her. I kept after her to talk 
to me. I told her that if she could speak in anger, 
She could speak in love. She said: "What do you 
want me to say? Leave me alone.” So I did— 
Itold her I was leaving—and to say good-by to me. 
She wouldn't. I left at 6 o'clock. 


Seventh Day, February 24 

Came into the ward in the morning. I teased 
Virginia by pulling her nose. The nurse noticed 
that when I pulled her nose, Virginia got angry 
and talked loud and fast for maybe two minutes. 
So the nurse wanted to make her talk, and the nurse 
pulled at Virginia’s nose. Virginia then slapped the 
nurse on the face. Very hard. She said: "I'm not 
Playing with you.” But when the nurse left, 
Virginia cried. I came back at 3 P.M. She ac- 
cepted a glass of milk from me. I stayed until 
7M. and put her to bed. 


Eighth Day, February 25 

- I got to the ward, and the man from the labora- 
tory was there, trying to get blood from Virginia. 
He didn't succeed. He asked me to take her to the 
lab and have Mr. S. do it. I put a sweater on 
Virginia and started out for the lab. We were 
half way there when Virginia stopped walking and 
leaned up against the wall and said, "Ouch!" 
l asked her what was wrong and she looked at 
me and said (annoyed), “God damn, I only said 
ouch.” That was the first thing she ever said to 
me on her own. We went to the laboratory (and 
success); 

On our way back we stopped to say “hello” to 
One nurse in the corridor. Later I asked Virginia 
if she would like to call anyone. She shrugged her 
shoulders, We sat on the benches in the hallway 
for ten minutes. Virginia stood up and straightened 
Out her stockings, which were falling. I left her 
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back on the ward. I saw her again in the afternoon 
and evening with no changes. 


Ninth Day, February 26 

Took Virginia for a short walk in the hallway, 
I took her into the lobby and made her look 
through those big glass doors. I told her it was 
better than looking through bars on the windows, 
We stood for five minutes. Then she didn't want 
to leave. I told her I would leave her there alone 
and started to walk away. Then she followed me 
willingly. 

When I talked to her that afternoon about some- 
thing—she told me she didn't know anything and 
didn't want to know anything. 


Tenth Day, February 27 
No change today—I didn't spend much time 
with her today. I have problems today. 


Eleventh Day, February 28 

I took Virginia for a walk this morning. I kept 
telling her to talk to me—until she got disgusted 
and told me, "What do you want me to say» What 
do you think I am. I don't know anything—I just 
don’t know anything.” 

Bill, her husband, came this afternoon, He said 
he had all four kids in the car outside and he was 
going to get Virginia off the ward today. We 
went to the ward together. The nurse said, “Ab- 
solutely not!” I went to the ward doctor's office. 
Also, "absolutely not!" I told Bill what to do. 
“At 3:20,” I said, “you say good-by and walk out 
by yourself. At 3:25 I'll tell the nurse I'm taking 
Virginia for a walk." 

It worked. When Virginia got out, we assembled 
some chairs and sat down. The kids all kissed her, 
and the four of them started talking at once. Virginia 
laughed and laughed. Bill put the youngest on 
Virginia's lap. Virginia fed her ice cream. We 
stayed out until 4:30 P.M., and I got her back to 
the ward. Bill and Virginia seemed so pleased. 


Twelfth Day, March 1 

The nurse told me that Virginia kicked an at- 
tendant in the shower this morning. I asked 
Virginia and she shrugged and said she didn’t know. 
We went for a walk. I talked to her about the 
children, I named all four of them. Mostly she 
answered: “I don’t know. I don’t know anything.” 
Or, “What did you say?” "Huh?" 

Early that evening, Bill came with the children 
and their minister. We all went for a walk. we 
found two baskets of flowers in the ambulance 
entree and picked all the carnations from one 
basket. Some we sent up to Dr. Ucko's office; the 
others Virginia kept. We fussed around for about 
an hour and then all sat down, She spoke a little 


more than yesterday. 
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Thirteenth Day, March 2 

I went up to the ward this morning and found 
that Virginia's dress was wet up front. The nurses 
said that she had been spitting on herself. She was 
standing against the wall and we were all around 
her. After a couple of minutes, she got aggravated 
with them teasing her and she grabbed my hand 
and pulled me down the hallway. I didn't know 
what she was going to do. She pulled me down to 
the visiting room and just stood there and looked 
at me, I went for a nurse and had her open the 
door. We sat in there until 11:15 and I talked 
but she didn't have much to say. I saw her later 
that evening for a while, She was very tired. I 
asked the nurse if it was possible for her to go to 
bed early. She said O.K. One of the nurses was 
teasing her while we undressed her. I told her 
that I thought Virginia was expecting her period. 
Virginia answered: "How can you say I'm expect- 
ing something when I don't know what I'm. expect- 
ing myself.” I told her that's what I thought it 
was the day before, when we were walking around 
she told me she hurt all over. I asked her where 
especially and she said just all over and in her 
bones, We put her to bed. 


Fourteenth Day, March 3 

When I came to the ward this afternoon, I took 
Virginia to the visiting room to comb her hair. 
The nurse sat with us a while, but Virginia’s usual 
answer was: “I don’t know anything.” She shrugged 
her shoulders a couple of times. I told her I didn't 
feel good myself today and would she mind feel- 
ing my head for a fever. She laughed at me, I 
took her hand and put it to my forehead. I asked 
her if I was going to live or not. She laughed again 
and said, "God damn, oh me, oh my!” I left the 
ward around 2:30—I didn’t go back for the rest 
of the day. 


Fifteenth Day, March 4 

I took Virginia off the ward for a walk. We got 

as far as the coffee shop, and Miss May stopped and 

said hello. After Miss May went into the shop, 

Virginia made an about-face and took my hand 

and nearly dragged me back to the ward door. 

Something was bugging her. While we were stand- 

ing waiting for the nurse to open the door, Dr. 
Ucko came walking down the corridor. I told him 

I wanted to take Virginia out for a walk, but I 
thought it would be better if we had a nurse go 
along. He agreed and made all the arrangements. 
I put socks on Virginia to keep her feet warm be- 
cause this would be the first time she would be 
going out. I fixed her all up. When we were 
ready to go, Dr. Ucko had left the ward and the 
nurse then said we couldn’t go anymore. I was 
furious. I thought about calling Dr. Ucko on the 
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phone but decided not to, I left the ward and 
didn’t return until that evening when the day 
shift was off. I spent an hour talking to Virginia, 
She told one of the nurses that she was not herself 
and that she didn’t know who they were talking 
about. Yet most times when I call her by name, | 
she turns to my direction and waits for me to say | 
something. I think she is trying to give them a 
hard time, 

About 7:30 that evening I was in the party room N 
with some of the patients and Bill came. I walked 
him to the ward and told him about the recital | 
they were having in the auditorium and wouldn't 
he like to go. We could take his wife. I asked 
the supervisor, and she didn’t object. I told 
Virginia that it was a dance recital and I thought 
she would enjoy it. She said, “Don’t use all them 
fancy words—I don't know what you are talking 
about.” Bill explained it all, and we were off. We 
walked down from the third floor to the first floor 
I gave Virginia my long coat, put some long county 
stockings on her and took my Chlortrimeton and 
we split for the auditorium. We got there and it 
had already started. She seemed to enjoy the part 
with the teen-agers the most, but during the long 
haired dancing, she giggled loudly. She was the 
only one laughing. Bill and I couldn't keep het 
quiet. When we were ready to leave, I tried to get 
her to stand up and she said to me: “How can 
I stand up if I don’t uncross my feet.” I told het 
she was just used to having her slave around. She 
laughed. We were walking back to the wards 
and Bill was imitating the ballet for her. She was 
laughing so hard and she called him a God-damn 
fool. We kissed her good-night and when the nurse 
opened the door to take her in she looked at us 
and then at her and said, “Thank God." 


Sixteenth Day, March 5 

I went to the ward early and found Virginia om 
the john. When I went to take her off, she had 
soiled all over her dress, The bathroom was very 
cold; all the windows were open. I said to the 
attendant: “What are you trying to do? Kill the 
patients?” She got a little shook and ran to clos 
the windows. She and I got Virginia cleaned up: 
I brought her up front and stayed an hour and the? 
left to go to the coffee shop. I went back to the 
ward again and stayed a while with Virginia. Sh¢ 
seemed very tired. I guess I didn't stay more than 
an hour. I was as tired as she looked. 


Seventeenth Day, March 6 T 
Feeling bad. Didn't go to see Virginia at al 
today. 


Eighteenth Day, March 7 


Virginia and I went to the visiting rooms. ! 


f 
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spoke to her about different things and all she'd 
say was she didn’t know anything—she just didn’t 
know. After a while I got a jacket—some socks— 
I put them on her and got a nurse on the ward and 
told her if she would go for an outside walk with 
Virginia and me. I had to get permission. We 
did . . . so off the ward we went. When we got 
outside in the hallway, Virginia looked at the nurse 
and said in anger, “Where the hell do you think 
you are going?" "The nurse (Mrs. D.) told her we 
were all going for a walk. Virginia said, “What do 
you mean we?—You ain't going with us.” I told 
Virginia it was all right; we wouldn't let her walk 
With us. If Mrs. D. wants to go for a walk, she'd 
have to go behind us. Virginia and I then went 
arm in arm and Mrs. D., poor Mrs. D., walked way 
behind us. Now that I think about it, it makes 


_ tne sad because Mrs. D. is really a dedicated nurse 


and a sweet person—but Virginia dislikes all the 
murses because of the way most of them have 
treated her when she was real sick. Anyway, we 
went walking back and forth outside the administra- 


- tion building. We stayed outside about 15 minutes. 


This is the first time Virginia has been outside the 
buildings of Overbrook since she came here. On 
Our way back to the ward, we met Dr. Ucko and 
Miss May. Dr. Ucko talked with Virginia, but she 
Wouldn't answer. He told her he thought she didn't 
like him. As we walked away from him, she 
shrugged her shoulders and said: "I don't know— 


- T really don't." I left Virginia at the ward door, 


saying: "I'll see you this afternoon." Virginia 
shook her head yes. Then she actually smiled— 
and winked at mel 


Nineteenth Day, March 8 

Went to the ward at 8:15 A.M. Stayed only a 
half hour, leaving then for the coffee shop. Told 
Virginia I'd be back later. I was really feeling 
bad now. Saw Dr. Ucko in the shop and made— 
and kept—a 10:30 appointment. I felt it wouldn't 
be wise to go back and see Virginia because of the 
Way I felt; but as things go, something overpowered 
My better judgment and I found myself ringing the 
Ward bell at 12:15. Virginia was watching television. 
l sat in the chair next to her. I never said one 
Word. Five minutes later, she changed her slouch- 
ing position to one that made her head rest on my 
Shoulder. I let it stay. Feeling the way I did I 
Tested my head against hers, so that we were lean- 
ing on one another. I still didn’t talk to her. After 
about ten minutes since the changed position took 
Place, she picked up her head. I knew she was 
looking at me. She was probably wondering why 
I wasn’t talking like I always do. I just kept staring 
Sut the window and then I started crying. She put 
her hands on my shoulder and said, “Oh God,” and 
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started to cry with me. The more I cried, the more 
she cried, until I realized we were doing this in 
front of all the patients in the room. 

I got a hold of her hands and we went up front 
to be alone. We sat down and just continued to 
cry. She put her arms around me and put my 
head on her shoulder. I asked her if today she 
would help me. She leaned back and sat upright 
and told me that she didn't know anything and 
how could she help me. She said she would ask 
Jesus and see if he could help me. I continued 
to cry and so did she. She put her arms around me 
again, and I leaned on her shoulder and she began 
to rock back and forth and repeated over and over—. 
"Of course, I like you. Of course, I like. You 
can help me but I don't know. And you know, 
Susan, that I don't know—I wasn't here when 
Jesus was resurrected. You understand, you know— 
I can't explain what I mean," and so forth and so 
forth. Virginia kept talking. She didn't stop for 
ten minutes. So I forgot my own depression and 
decided on some action. 

I took her hand and told her we were going for 
a walk in the corridors. She looked at me and 
asked: "What's corridors?" I told her that meant 
“hallways.” She came along. We got past the 
coffee shop and she said I have to go back. I said 
she couldn't leave me because we were close to the 
bathroom and I couldn't hold it till we got back 
to the ward, She said she couldn't help it. I said 
she could. I told her I would do it all over the 
floor. Finally she decided to go with me. We got 
into the bathroom and I left her with some student 
nurses in the outer room while I went in and made 
believe I was using the john. I came out in a couple 
of minutes and sat on the table in the lounge and 
started a cigarette. The students talked with her. 
She wouldn't answer. They left a couple of minutes 
later. When I killed my cigarette we left the 
lounge. Lo and behold we met the good Father 
Jungerman. I introduced Father to Virginia and 
asked her to say hello. She didn't want to say 
anything. Father and I started to talk together 
and along came a clerk who asked if that was 
Virginia standing with Father. I told her it was 
and she said hello and tried to get Virginia to talk. 
Then we all tried. Virginia looked at Father and 
said, “Well I don't know anything. I can't talk 
until Jesus tells me.” We told her we thought. 
Jesus wouldn't mind, and she said: "Well I don't 
know—I just don't know anything. I just listen 
to Jesus. I wasn't here when Jesus was resurrected; 
I wasn’t here.” Then she started winking at Father 
Jungerman and the girl and laughing. When 
Father left, the girl and I told her we were taking 
her to see the Pope. She said, “What Pope?” She 
would not go through the doors that lead to the 
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stairs to the first floor. We had to coax and pull 
and persuade and finally got her up the stairs and 
then into Dr. Ucko's office. We found him with a 
visitor and on the telephone. But he told us all to 
come in. He said hello to Virginia. She wouldn't 
answer. Dr. Ucko continued on the phone. I took 
a rose from the doctor's desk and handed it to 
Virginia. She refused, saying, "I can't take any- 
thing until Jesus says so." Dr. Ucko told her that 
she didn't have to ask Jesus anything—all she had 
to do was take the flower if she wanted it. She said 
she couldn't do that. Dr. Ucko said good-by to 
her and that he had work to do. She looked at me 

aii said, "Now where am I going?" I told her I 
would take her back to the ward. So off we were. 
As we passed the coffee shop, I asked her if she 
wanted to go in. She offered no resistance, so I 
took her inside. She first had a strawberry malted 
and then after that a chocolate malted and when 
she finished she sighed and said, “Oh God, am I 
full" She spoke a few words to one of the other 
patients we sat with, and then I had a couple of 
cigarettes and teased her a little and brought her 
back to the ward about 2:30. 


Discussion 


This, March 8, was the last contact (the 
first had been February 18). On March 10, 
Susan left for a thyroidectomy in a general 
hospital. But Virginia improved rapidly. 
This woman, who hadn't said a word for 
two months and who a few weeks previ- 
ously had had to be intravenously fed to 
stay alive, became better. Within a week 
she could be moved to an open ward. She 
was her pre-morbid self within three weeks 
and went on week-end passes. She was dis- 
charged from the hospital in May, after 
being presented to a staff conference. At 
the conference she looked well, talked easily, 
and impressed everyone with her attitude 
and reality orientation. She had already 
made appointments to interview her chil- 
dren's teachers. She remembered little of 
her contacts with Susan except to say that 
she knows Susan helped her and that she 

prays every day for her. Without Susan, 
Virginia thinks, she would never have got- 
ten well. 

On May 14, Susan returned to the hos- 
pital for a few days. She said she remem- 


GEHL, WELKIND, AND UCK0 


\ 
bered Virginia, but she showed no interes | 
in getting in touch with her. She als 
said that she had no memory of the Monday 
and Tuesday (her last two days in thi 
hospital) and the time of her reassurance 
by Virginia. i 

Understanding the interaction between 
these two patients is not simple. In many 
ways, however, the record speaks for itself. 
At this time we comment only on the broad 
levels of this relationship. Virginia’s use 
of the "pairing" seemed to be the mor 
simple and obvious. She needed someone 
to make contact with her and thus, through 
interest and affection, to counteract her 
“bad” self-image. If Susan proved that she 
thought Virginia was worthwhile, and was 
neither punitive with her nor afraid of her, 
then Virginia could take a chance on re 
joining the object world. 

Susan's reactions were more complicated 


but followed, in the main, a : 


trend. She accepted the therapeutic task 
principally to receive approval from the 
research team. She also wanted to prove 
herself more capable than members of the 
staff. From the start, she identified with 
Virginia as the rejected child. To give 
Virginia affection and care was to give it 
to herself (through a projected identifica 
tion). She felt the power of being able to 
manipulate the ward personnel and htr 
own therapist. She could give vent to het 
hostility through Virginia’s ward expetk 
ences. As the treatment progressed and 
Virginia improved, Susan became more in 
volved. Her own problems of separation 
and fears of surgery began to dominates 
and, finally (on March 8, two days before 
leaving the hospital, she attempted 1 
master her annihilation and castration an* 
ieties. She permitted herself to show he! 
need to be comforted and accepted the 
position of dependency and, especially, o! 
vulnerability in Virginia’s arms. After ten 
minutes of this, however, she once agai” 
had to play an active role. She insisted 0? 
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- Virginia's playing out the part of one who 
is separated. She took her off the ward 
and then left, feigning to go to the toilet. 
Virginia was thus made to master the sep- 
aration anxiety from her therapist that 
Susan was experiencing in leaving Dr. Ucko. 
In keeping with Susan's denial of her de- 
pendency needs was her repression of the 
memory of the last scene with Virginia when 
‘she was asked about it after surgery. 

_ The results achieved in this example of 
"Pair Therapy" seemed to us to be striking 
and remarkable. Other pairs in this proj- 
ect are also making considerable progress. 

We will here briefly describe one such 
pair. The "therapist" is a 24-year-old 
‘teachers’ college student, diagnosed as para- 
noid schizophrenic. The "patient" is a 
82-year-old catatonic whose only oral ex- 

- pression for seven years has been a grunting 
sound. This patient-therapist also kept 
Notes, and we here present two sample 

Sessions. 


J 

; May 19, Second Visit 
T went to the ward to meet Diana and found her 
sitting by herself doing nothing at all. She looks 
like she is just resting and withholding herself 
from the rest of the ward, but her withdrawal looks 
lo be as strong as she is. When she acknowledged 
my hello, she seemed to smile, but mostly with her 
| eyes, as she didn't move her mouth. I asked her to 
ume to the kitchen with me and she mumbled 
eün,” meaning yes . . . moving her lips about 

| äs little as possible. 

"We went to the kitchen and I opened the book, 
| The Vagabond's House, a collection of poetry, and 
| T read. the first poem to her, “Some Lines Scrawled 

9n the Door of Vagabond's House,” and she read the 
Second poem, “Vagabond’s House," to me out loud, 
fairly articulate, not very expressive, but in the 
Spell of a poem's fascination. These poems I find 
to be on the beauties of nature seen through a 
Vagabond’s eyes. She read them as though they 
- fascinated her, too. I read the next one, "Gold," 
and she read the next one, “Driftwood.” It was 
Bood to hear her voice reading out loud. She 
Semed friendly, just in shock about something. 
, This poem that she read was written like music 
With a rise and fall of the voice. She read it in 
E Monotone, but seemed to enjoy it anyway, as 
Me read the next one and the next one and 
Wouldn't let me read any. She started in with a 
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little bit of aggression on her part to stop me; she 
seemed attractive as she read; she is an attractive, 
blue-eyed, very strong-looking girl. She is quiet, as 
she seems to be at peace within herself; if she was 
hurt, I'd say the pain was numb. She is living in 
that condition. 

Like I said, she seemed a little friendly to me, 
with her eyes only though. After our reading to- 
gether we seemed to have a rapport. I was de- 
lighted that she responded so well, or at all. I was 
surprised, and glad that I had not tried to play 
cards. 


June 1, Seventh Visit " 

This was a good visit. We played cards, Cross” 
Wheel Solitaire—and 500 Rummy. I asked Diana 
if she was married, and she told me no, that she 
won her ring in a bingo game. I was thrilled that 
she volunteered that information. I read her some 
poetry, “Sphinx,” from Tides to the Moon, by 
Nahomi Krup. She read it back, and I read it 
again. A good naturalistic poem, that is, describ- 
ing nature, She smiled when we were through, 
and I smiled back at her. We played cards again, 
this time 500 Rummy. She won. Another girl 
played with us. And I noticed Diana seemed some- 
what aggressive toward both of us. She didn’t wait 
her turns; this showed interest too. And thusly 
she won most of the time, though I flatter myself as 
being pretty good at cards, But I played along 
with her. It was good for her to win, I thought. 
She seemed to appreciate it when I was leaving; 
she sat down in her own seat very daintily, like 
someone who has just appreciated something or 
someone, 


There is certainly considerable difference 
between this patient-therapist and Susan. 
Susan relates on a primary process, affective 
level, whereas this second therapist is highly 
intellectualized but empathic nevertheless. 

The difference between the two therapists 
points out some of the many areas requiring 
study. We are interested in what kind of 
patient is most responsive to the “pairing” 
technique, what factors should determine 
a particular match, and when the maximum 
benefit is achieved. We also wonder if a 
hierarchy of patient-therapists and super- 
vising therapists could be achieved. We are 
also studying the phenomenon of spon- 
taneous pairing that occurs in hospitals to 
determine if it is therapeutic and, if so, 


why. 
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The authors of this paper deliberated 
about offering this preliminary report for 
publication, since our studies are in their 
infancy. However, we decided on publica- 
tion, in the hope that other workers will 
become interested and that much more can 
thus be accomplished by the time a more 
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validated study is available from our pi 
ticular work. 
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Unauthorized departures from 


In mental hospitals, the word “elope” is 
used in a somewhat unromantic sense. To 
workers in psychiatric institutions, “elop- 
ing” means leaving without authorization. 
It is a euphemism for “escaping,” adopted 
because of the undesirable criminal con- 
notations of the word "escape." Actually, 
We did speak of "escaping" from mental 
hospitals until comparatively recent times. 

Our current facilities for the treatment 
of mental illness are products of society's 
idea of restraint and punishment, with roots 
in the penal system as well as in the medi- 
cal model of care and treatment of the sick.* 
In this light, such facilities are characterized 
by the loss of certain freedoms for those 
getting treatment. 

The freedom of movement that is taken 
for granted in our society seems even more 
desirable when it is lost. This is most 
likely to take place when an individual 
enters what Goffman 2 has called “total in- 
stitutions.” This term applies to prisons 
or prison camps, tuberculosis sanatoria, 
Mental hospitals, and other such places 
where there is usually severe curtailment of 
the individual’s freedom. 

When an individual is confronted with 
this form of restriction, he has at least 
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three choices: he can accept the restriction, 
he can revolt openly, or he can escape from 
the institution. ‘Total submission to a 
mental hospital induces "hospitalitis," 
which is undesirable if the institution is to 
fulfill its mission of returning the patient 
to the community. Revolt has not been 
found to any great extent among schizo- 
phrenic patients, and our current mental 
hospital population consists largely of these 
patients. On the other hand, escapes or 
elopements from these institutions do occur. 
As Greenblatt? suggests, one of the 
major administrative concerns in the psy- 
chiatric hospital setting is the patient who 
leaves the institution without the sanction 
of the medical staff. Perhaps this concern, 
along with the feeling of personal ac- 
countability, is present consciously or un- 
consciously in the staff physician's decision 
to grant or deny patients freedom of move- 
ment about the hospital buildings and 
grounds without supervision. As Stanton 
and Schwartz‘ state, “A mental hospital is 
OE NUNT UA DP eS Se no E ird Ld 
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a place where ordinary civil liberties are 
called ‘privileges’.” And today we find 
many patients behind locked doors, where 
staff members are reduced to the role of 
custodians of the ward census. 

Persons who work with the mentally ill 
have probably heard complaints about the 
loss of freedom from hospitalized patients 
as well as from former patients who have 
returned to community living. This in- 
vestigator discussed these complaints with 
the professional staff. It was apparent that 
the staff was concerned with patients not 
well enough to handle the responsibilities 
of “privileges” and also with the fear that 
some of them might elope. 

The eloper demonstrates a reaction to 
hospitalization that is different from that of 
the non-eloper. The non-eloper in the men- 
tal hospital submits to the loss of freedom, 
for the most part. In what way is he different 
from the eloper? If these differences exist, 
is it possible for the staff physician, psychol- 
ogist, and social worker to recognize a po- 
tential eloper at the time of his admission? 
Would the social history (particularly the 
manner in which the patient handled stress- 
ful situations in the past) indicate a likeli- 
hood of elopement? Would the patient's 
interpersonal relationships with relatives, 
friends, employers, other patients, and hos- 
pital personnel have any predictive value 
in determining the possibility of elope- 
ment? 


Procedure 


In Veterans Administration Hospitals a 
Gains and Losses Sheet provides informa- 
tion on patient movement each day. Elope- 
ments are listed separately. From these 
sheets we obtained the names of all patients 
who left the psychiatric service without 
sanction of the medical staff during a year. 


*A copy of this instrument will be provided if 
a request is made of Mr. Walter Coleman, Social 
Service, Veterans Administration Hospital, Salem, 
Va. 24158. 
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Each patient had a "register number," 
these numbers being assigned in a consecu- 
tive manner.  Eloping patients were 
matched with non-elopers by using these 
numbers. For example, if an eloper had 
number R33 102, we would then use R33 
101 as a comparable non-eloper. If it hap- 
pened that R33 101 was a medical (not a 
psychiatric) admission, we continued by 
examining the records of R33 100. This 
was done until we obtained a patient who 
had been admitted to the psychiatric serv- 
ice and who remained long enough for a 
diagnosis. In this manner, each eloper 
was matched with a non-eloper who had 
been admitted to the hospital at about the 
same time and who presumably had a 
similar hospital environment. This pro- 
cedure yielded 52 elopers, who were 
matched with 52 non-elopers. Only male 
patients were accepted for this study. 

A 32item schedule * was devised, and 
each record was then reviewed. This sched- 
ule included identifying information such 
as age, race, education, religion, marital 
status, number of children, occupation, and 
family position. There were items com 
cerning the number of jobs held during the 
five years preceding hospitalization, par 
ticipation in community affairs, economic 
and social status, arrests, time previously 
hospitalized for a psychiatric condition, 
and the distance of the patient's home 
(rural or urban) from the hospital. The 
patient's method of admission was classed 
as (1) voluntary, self; (2) voluntary, other 
or (3) committed. Space was provided for 
diagnosis, attitude toward family mem- 
bers, expressed desire to leave the hospital, 
the relatives’ desire to have the patient at 
home, hospital adjustment, treatment 
ward status (full privileges, partial po’ 
leges, or closed ward), and hospital assign" 
ment. For elopers only there was a desig 
nation for the ward on which the patient 
was housed and for the disposition of the 
case: (1) discharged following elopemenb 
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(2) granted an official stay in the commu- 
nity, and (3) returned voluntarily or re- 
turned by others (family or law enforce- 
ment officers). 

Four items were used for evaluation 
purposes: economic and social status, atti- 
tude toward family, the relatives’ desire to 
have the patient at home, and the patient's 
hospital adjustment. Economic status was 
measured as upper, middle, or lower, the 
bottom step describing patients who main- 
tained themselves and their families with 
less than the necessary comforts of living, 
or who were recipients of public welfare. 
The middle step was used for the many 
patients who were able to meet basic and 
accepted living standards on their own, 
The upper level identified the patients 
and families who were maintaining them- 
selves on a more luxurious standard of liy- 
ing and whose income was among the 
highest in the source community. It did 
not appear fruitful to differentiate in more 
detail. The patients’ attitudes toward 
their families were rated on a three-point 
scale. For the most part, the records re- 
vealed either that they predominantly 
accepted their families or predominantly 
rejected them. When this could not be 
determined, the item was checked as non- 
ratable (step 3). The relatives’ desire to 
, have the patient at home was determined 
by reviewing the family correspondence, by 
interviews with relatives, by scanning 
nurses’ notes, and by reviewing the ward 
physicians’ notes. This item included a 
non-ratable category also. Hospital adjust- 
ment was graded good, average, or poor. 
The partly privileged and the fully priv- 
ileged patients were rated as at least aver- 
age. Patients who were granted town 
Passes or who demonstrated above-average 
Co-operation were rated as good. Closed- 
ward patients were rated as poor on this 
adjustment scale. No effort was made to 
determine the degree of illness. “It is not 
the psychopathology of the individual pa- 
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tient but his social adjustment that was 
used in most hospitals as the criterion for 
determining whether he should be trans- 
ferred from one type of ward to another, 
given ground privileges or permitted to go 
home." * 

After the available information was ob- 
tained on the 104 patients, the data were 
coded. Frequency counts were determined 
with an IBM sorter. Chi square analysis 
of the data was done. Only those variables 
that were significant at the 0.05 level or 
better were reported. 

Findings 

The highest incidence of elopement oc- 
curred during the month of August, when 
9 patients left the hospital. September and 
November each had 6 elopements. The 
months of February, March, and October 
had 5 elopements each, and July had 4. 
There were 3 elopements in January and 
April. The months of May, June, and 
December had 2. Dewar® suggests that 
elopements occur for the most part during 
the months of warm weather. This was 
not demonstrated by this sample. Twenty 
per cent of the elopements were made by 
patients housed on locked wards. Since 
these patients were seldom, if ever, without 
some staff supervision, their eloping may 
well indicate the strength of their desire to 
leave the confines of the hospital. 

As demonstrated in Table 1, the elopers 
made poorer hospital adjustments than 
the non-elopers. They were not granted 
town passes as often as the non-elopers, and 
they were not as co-operative in their re- 
lations with other patients and staff as the 
non-elopers. 

Table 2 presents the frequencies of 
elopers and non-elopers in three categories 
of previous elopements during their his- 
tory of psychiatric hospitalization. The 
previous elopements did not necessarily 
occur during periods of treatment at this 
hospital The chi square analysis of these 
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Hospital adjustment 


TABLE 1 
Hospital adjustment 
Good Average or poor 
Status Number Per cent Number Per cent 
Elopers (51) 7 14 44 é 86 
Non-elopers (52) 18 35 954 65 


data showed significance at the 0.01 level. 

The elopers experienced more rejection 
by relatives than the non-elopers. This 
rating, as noted above, was a value judg- 
ment based upon correspondence from the 
relatives, interviews with them, and the 
notes of the ward physicians and nurses. 
'The rejection was actual rather than the 


or divorced and made an average-to-poor 
hospital adjustment. (This is demon 


strated in Table 5.) There was no sig | 


nificant difference between elopers and 
non-elopers who made average-to-poor hos 
pital adjustments if they had never mar 
ried. On the other hand, the never-mar 


ried patient who was rejected by relatives | 


TABLE 2 
Frequency of previous elopements 
Elopers Non-elopers Total 
No previous elopements 27 48 75 
1,2, or 3 previous elopements 13 2 15 
4or more previous elopements 9 1 10 
49 5r 100 


patient's interpretation of his relatives’ at- 
titude toward him. 

It is apparent from Table 4 that, when 
a patient made an average-to-poor hospital 
adjustment and was rejected by his rela- 
tives at the same time, his likelihood of 
elopement increased. This was even more 
striking if the patient was married, separated, 


demonstrated a greater propensity for 
elopement. As seen in Table 6, 10 of the 
14 “never married” elopers were rejected 
by relatives whereas none of the non- 
elopers who never married were rejected 
by their relatives. 


The racial identity of the elopers and | 


non-elopers is presented in Table 7. The 


TABLE 3 
Family acceptance of patients 
Relatives’ willingness to have patient at home 


Elopers (50) 
Non-elopers (52) 


ai eed 


Unwilling Not indicated 
20 (40%) 15 

6 (12%) 19 

26 (26%) Us 
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Unauthorized. departures 


. nonwhite group was composed entirely of 


Negroes, and the one person omitted from 
the sample was an eloper whose racial 
identity was not made clear to the investi- 
gator; in some records he was considered 
white, and in others, nonwhite. It is ap- 
parent from the sample, however, that 
white patients elope from this hospital at 
a significantly higher rate than nonwhites. 

Table 8 suggests a religious difference 
between the groups under study. The 
eloper sample included 9 Catholics. This 
is not unusual, since a large number of our 
patients are decendants of southern Euro- 
pean families who migrated to the coal 
fields in West Virginia. 


TABLE 4 


Hospital adjustment of veterans 
rejected by relatives 


Hospital adjustment 
Average or 
Rejected by relatives Good poor 
Elopers (20) 3 17 (85%) 
Non-elopers (6) 4 2 (83%) 
7 19 (7670) 
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Difficulty with the law is an indication 
of socially disruptive behavior. Table 9 
presents the number of elopers and non- 
elopers in terms of their record of arrests. 
The eloper was likely to have been arrested 
more than once. When these frequencies 
were divided into groups of "never ar- 
rested” and "arrested one or more times,” 
there were no significant differences between 
the groups. It is my opinion that arrests 
are a relatively common phenomenon in 
our hospital population. 

The following example is that of a typi- 
cal eloper: 

This patient was committed from an urban 
community 90 miles away from the hospital He 


Was a single, white, 38-year-old Protestant who 
had a sixth grade education. He gave his oc- 


51 
TABLE 5 
Marital status correlated with hospital 
adjustment 
Hospital adjustment 
Married, separated, Average or 
divorced Good poor 

Elopers (28) 2 26 (93%) 
Non-elopers (35) 14 21 (60%) 
16 47 (71%) 
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cupation as laborer. He had had numerous jobs 
during the previous five years, but he had aban- 
doned them (or had been discharged) because of 
alcoholism, He lived with relatives who were in 
the lower economic bracket. He himself never 
took part in local elections or civic groups. He 
had a record of over ten arrests for drinking and 
disorderly conduct. He had been in a state hos- 
pital for eight months. 

The staff diagnosed him às having a chronic, 
undifferentiated schizophrenic reaction. He re- 
ceived chemotherapy, was granted privileges, and 
was assigned to a manual arts therapy clinic. He 
talked frequently about his desire to go home 
but never mentioned his relatives, either nega- 
tively or positively. On the other hand, the 
relatives indicated that they wanted him to be 
a “changed man” before they would have him 
come home. ("We just can't put up with him.") 

The patient eloped from privileged status after 
ten months of hospitalization. He went home 
and was returned immediately by local law en- 
forcement officers at the request of his relatives. 
He was making a satisfactory hospital adjust- 
ment at the time of his elopement. 


The following case is that of the non- 


TABLE 6 
Family acceptance of unmarried 
patients 
Family’s willingness to 
keep patient at home 
“Never-married” 
veterans Willing Not willing 
Elopers (14) 4 10 (72%) 
Non-elopers (7) 7 0 
il 10 
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TABLE 7 
Racial Distribution 
White Nonwhite 
Elopers (51) 47 4 (8%) 
Non-elopers (52) 39 13 (25%) 
86 17 (17%) 


eloper who entered the hospital at the same 
time as the veteran described above. 


'This 38-year-old, white Protestant was sepa- 
rated from his wife. He was a truck driver. He 
was committed to the hospital from his rural 
home, some 170 miles away. He lived with rela- 
tives who maintained themselves marginally by 
their efforts on a small farm and by doing odd 
jobs for other farmers. The patient worked with 
these relatives when at home, and "when one 
ate, we all ate.” Although he had had no con- 
tinous employment during the five years preced- 
ing hospitalization, he "hired out" whenever 
possible. 

The staff diagnosis was paranoid schizophrenia. 
The patient was assigned to work on his ward. 
He remained on a closed ward for over two 
months before being granted partial privileges, 

He expressed a strong desire to be at home, 
and his relatives wrote numerous letters asking 
that he be sent home as soon as possible. They 
visited him monthly and wrote to him fre- 
quently. He talked Positively of his relatives. 
He was granted a trial visit with the relatives 
before receiving full privileges in the hospital. 
He had been hospitalized eight and a half 
months at the time of his return to the commu- 
nity. 


Summary and Conclusions 


This study paired 52 elopers with 52 
comparable non-elopers who were admitted 
to the hospital at about the same time. 


TABLE 8 
Religious distribution 
Catholic Non-Catholic 
Elopers (48) 9 (18%) 39 (82%) 
Non-elopers (51) 1 (2%) 50 (98%) 
10 (10%) 89 (90%) 
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The groups were matched as to age, physi- | 
cal size, education, occupation, birth order, 
work histories, social status, community 
participation, distance of the hospital from 
home, method of admission, diagnosis, 
previous hospitalization, hospital assign. 
ments, hospital treatment, and ward status, 
Compared with the non-elopers, the 
elopers were found to make poorer hospi- 
tal adjustments, to have more negative at- 
titudes toward relatives, and to be rejected 
by family. It appeared that the hospital 
staff would not consider releasing the 
elopers because of their marginal hospital 
adjustment and that their relatives were 
making no effort to effect hospital release. 


TABLE 9 
Arrest record of patients 


Number of arrests 


Oorl 2 or more 

Elopers (46) 22 (49%) 24 (51%) 
Non-elopers (50) 36 (72%) 14 (28%) 
58 (64%) 38 (86%) 


Perhaps elopement was the only recourse. 
For the most part, the elopers lived in 
urban areas before hospitalization. They 
usually did not seek treatment voluntarily, 
but were committed to the hospital. 
This investigator has no explanation for 
Catholic patients' eloping at a significantly 
higher rate than Protestant veterans. How- 
ever, the number of Catholics in the study 
was small, and chi square analysis works 
better with numbers of ten or more in each 
cell. : 
Perhaps Negro patients in this locality 
were less likely to elope because of the cul- 
tural factors leading to their acceptance of 
hospital regulations. There is the possibil- 
ity, however, that their walking through 
white residential areas and attempting t° 
obtain rides would arouse suspicion, which 
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could result in their early return to the 
hospital by law enforcement officers. 

Most of the elopers returned to the hos- 
pital; only a few were discharged following 
elopement. Since the eloper returned and 
was treated with even closer supervision by 
the hospital staff, his dash for community 
living against medical sanction hardly 
seemed worth the effort. Could this be an- 
other attention-getting device? Is the 
eloper one who feels neglected by the hos- 
pital staff? 

A follow-up study of elopers upon their 
return to the hospital might shed additional 
light on these phenomena. One wonders 
why they decided to elope. It appears that 
some dissatisfaction might be present in 
the hospital environment that stimulates 
some patients to elope. On the other hand, 
the findings in this study do begin to iden- 
tify the eloper. Consequently the ward 
physicians, psychologists, and social work- 
ers might work directly with such patients 
in an effort to help them adjust to the hos- 
pital environment and the treatment pro- 
Bram and, at the same time, diligently 
plan with them for their return to the com- 
munity. 

Deutsch * has stated, “There is a signifi- 
cant moral in the ‘escape’ . . . The fact is 
that it wasn't hard to ‘escape’ . . . for the 
simple reason that the place was conducted 
as a hospital for sick people, not as a prison 
for evil-doers.” The elopers in this sample 
Tepresented only 2 per cent of the hospi- 
tal’s patient population for the year. While 
this fact alone might alleviate the concern 
of hospital administrators (and even the 
anxiety of staff personnel who feel per- 
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sonally accountable for elopements), it also 
suggests that there could be something 
within the hospital environment that 
might require changing. Do the elopers 
desire more personal involvement in their 
treatment plans? Do they feel that they 
are receiving treatment and that people 
working with them are concerned about 
their return to community living? 

The elopers from mental hospitals 
might in some ways resemble school drop- 
outs. Their experiences, having been 
largely negative, are of such a nature as to 
encourage a mode of behavior that is, in 
most cases, detrimental to the individual. 
Educators are beginning to examine their 
programs in an effort to gear them to the 
needs of the dropout or “educational 
eloper.” Staffs of our institutions for the 
care and treatment of the mentally ill 
might do likewise. 
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Student evaluation of a mental 
hospital work experience 


Whatever the label that comes to be used 
for college students of the sixties, it is 
highly unlikely that they will be known as 
the “quiet generation”: this term, which 
characterized the college generation of the 
fifties, is not appropriate for students of 
the sixties. Student ferment on college 
and university campuses has followed di- 
verse channels in recent years, although 
journalistic attention has been focused 
primarily on its “civil disobedience” as- 
pects. Contemporary student movements 
have, it is true, been essentially active pro- 
test movements. Many have developed 
into organized and continuing programs of 
constructive social action in education, 
civil rights, and politics. 

Student movements have spun off many 
‘secondary, little-known satellites of student 
activity. One is the growing interest of 
college students in short-term experiences 
as participant-observers in the major in- 
stitutions of society. Motivations for this 
involvement are sometimes unclear and 
undoubtedly mixed. Some students want 
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to acquire information on the interwork 
ings of the major social institutions as à 
basis for social criticism and an impetus 
for social change. Some wish to work to 
finance their education; others seek an eX 
perience that will provide a bench mark 
for the making of realistic and appropriate 
decisions regarding adult roles to 
achieved. 

The social service department of Atas 
cadero State Hospital organized a work 
program for college students in the spring 
of 1962. Among other things, it was hoped 
that this would usefully exploit student 
drives toward "commitment" by allowing 
them to function as part of an aggressi 
social work program in a progressive aD 
well-staffed public mental hospital. Prior | 
to this time, a few upper-division MN 
students had been employed, but Jia 
worked in relatively unstructured situ® 
tions during the summer vacation. jJ 

Atascadero State Hospital is a ora 
mum security institution for the rea 
of mentally ill offenders. The all-ma 
population of 1,600 is about evenly di 
vided between those who are committe? | 
as "dangerous sex offenders" and thos 
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committed as “criminally insane." They 
offer a variety of complex legal, social, med- 
ical, and psychiatric problems. Most have 
lengthy histories of acting-out or antiso- 
cial behavior. Therapeutic intervention 
with this population is professionally de- 
manding, and requires a high degree of 
professional competence. 


Organizing the Student Program 


The nature of the setting required that 
thoughtful planning precede the forma- 
tion of a student program. After receiving 
administrative approval, a committee of 
social workers prepared a proposal for op- 
erating such a program. The social service 
department consisted of 12 regular so- 
cial workers, a supervising social worker, 
and a chief social worker. When the pro- 
posal was completed by the committee, ap- 
proval was granted by the superintendent 
of the hospital for the program to begin. 

The first unit consisted of four upper- 
division students on summer vacation from 
California colleges. It was evident that 
difficulties would be encountered in oper- 
ating the program on a year-round basis, 
even though funds were available. This 
dilemma was resolyed when an arrange- 
ment was completed with Antioch College, 
Yellow Springs, Ohio, Antioch College, a 
nationally recognized liberal arts college 
with a high academic reputation, pioneered 
à work-study program in which its students 
Spread a four-year academic program over 
five calendar years and work a part of each 
year in a variety of jobs at work locations 
scattered about the United States. The 
agreement with Antioch College allowed 
from two to four students to be hired each 
quarter during the academic year, depend- 
ing on the availability of funds. 

Using Antioch students during the aca- 
demic year and California college students 
during the summer, a total of 26 students 
worked for three-month periods in the hos- 
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pital. The group included 12 girls and 
14 boys, ranging in age from 18 to 24 years. 
All but one was unmarried. 

The program was organized around 
three areas—research, treatment, and basic 
social-work activities. The students’ work 
was supervised by members of the hospi- 
tal’s professional staff. Working one day 
each week in the research department of 
the hospital, the students collected data 
for one or another of the hospital's several 
on-going research projects. The students 
were also provided with a list of basic read- 
ings in social work for them to work their 
way through during their three-month 
service. Members of the social work staff 
met with them on a regular basis to discuss 
the central ideas, theories, and social im- 
plications of the selections. 

The hospital is regularly visited by con- 
sultants who present information in the 
areas of the applied social sciences and 
forensic psychiatry. Attendance at the con- 
sultant presentations was recommended 
for the students. Also, they attended in- 
service training courses that dealt with sub- 
jects appropriate to their own tasks and 
all the staff meetings of the social service 
department. 

Each student was assigned to a social 
worker for two days each week. During 
this time, the student assisted the social 
worker by performing many routine tasks. 
This particular assignment also included 
the student’s being a participant-observer 
in group therapy, therapeutic community, 
and ward team meetings attended by the 
social worker. Other duties included su- 
pervised experience in letter-writing, tak- 
ing of social histories, and interviewing. 
Occasionally depending upon the stu- 
dents' interests and skills, they were given 
special projects, such as assisting in the 
occupational therapy shop or tutoring pa- 
tients in basic and remedial subjects. 
Eight of the 26 students pursued a special 
topic or inquiry of their own choosing, 
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prompted by their own curiosity or a school 
assignment. 


Evaluation of the Work Experience 


Two weeks prior to the expiration of 
their service, each student was asked to sub- 
mit a written appraisal of his experience. 
A questionnaire was distributed to them. 
The items were “open-ended” and invited 
subjective responses. Without exception, 
each student submitted a lengthy report. 
These were articulate, perceptive, occasion- 
ally witty, and always germane—qualities 
that alone make summarization difficult. 

Twenty-four of the 26 students were 
seeking degrees in liberal arts; the other 
two, in natural science. At the time of 
their employment, ten students listed 
their vocational goals as teaching; one opted 
to be a minister; ten were interested in a 
broadly defined “social work type” of job; 
and three aimed at a career in clinical psy- 
chology. Most of the students had applied 
for service at Atascadero upon learning 
about the hospital from a teacher or col- 
lege official. All stated they were in some 
measure interested in mental health prior 
to their applying, and that they were in 
varying degrees intrigued by the possibility 
of working in such a unique mental hospi- 
tal. 

The students were asked to list those ex- 
periences which they felt to be most re- 
warding. Responses were about evenly 
divided between those who found the po- 
tential for personal growth and learning 
most beneficial and those who saw the op- 
portunity to watch professional practition- 
ers at work, particularly social workers, the 
most gratifying aspect of their work. Sec- 
ondary comments from the former group 
emphasized the opportunities provided in 
reading, consultant presentations, and re- 
search activities. The latter group were 
most impressed by the chance to partici- 

pate in activities aimed directly or indi- 
rectly at patient recovery. 
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"They were also asked what pleased them 
the least. Here, the students gave no pat 
terned response. No central trend could 
be seen unless it was a complaint about 
being periodically bored. Negative com. 
ments were made regarding those work as | 
signments which were found to be boring, 
tedious, and uncreative; there was an enor 
mous range of activities listed. Such things 
as participating in therapy groups, writing 
letters to relatives, preparing histories, 
reading, attending lectures, or collecting 
research data were categorized by one or 
more of the students as being dull and un 
interesting. Five students identified their 
low-status position as being most frus 
trating, and indicated their resentment at 
being placed in the role of hospital “super 
cargo.” All five wrote that they felt cap 
able of assuming a more active role in the 
direct treatment of patients than that 
which they were allowed. 

The students were asked to describe tht 
experience that produced the highest level 
of overt anxiety. In various ways all but 
one of the students noted that they did ut 
dergo some degree of "reality shock.” Al 
least 17 of the 26 pointed to some early 
contact with patients as being their most 
anxiety-producing experience. This reat 
tion seemed to arise from their unrealistic 
perceptions relating to this type of patient, ) 
and an ethical concern about the possibil 
ity of doing or saying something D. 
would impede the patients' progress. ki 
tivities involving contacts with patients 
were, as indicated earlier, considered also 
to be the most rewarding portion of tle 
work. The problem of sometimes beco 
ing overidentified with patients vis-à-vis 
hospital administration was listed by a 
students as being most upsetting. Intet 
personal conflicts on an individual p 
between students and either peers or E 
bers of the hospital staff were singled Us 
by seven students as being particularly "E 
ficult for them to handle. Behavio? [| 
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evidences of anxiety during the first few 
weeks of employment included bravado, 
sensitivity about the status differences be- 
tween themselves and the professional cli- 
nicians, mild intellectual criticisms of the 
hospital, and some feeling of discomfort 
in interacting with patients. All of these 
reactions were in the normal range. No 
student committed a serious breach of se- 
curity. No student became involved in 
irreconcilable conflicts with members of 
‘the hospital staff. In fact, as a group they 
were practical and sensible in their be- 
havior. 

Questions pertaining to attitude changes 
‘in several areas were included on the sched- 
we. With surprising unanimity, the stu- 
‘dents’ answers included some description 
of what might be termed the “de-mytholo- 
gizing process.” Their remarks disclosed 

that a realistic and practical refinement of 
formerly held stereotypes of clinical prac- 
titioners, mental patients, public mental 
hospitals, and a host of related subjects had 
taken place. Their responses showed move- 
‘ment in the direction of increased personal 
awareness. Six of the students mentioned 
that their “idealism” had been generously 
tempered by their experiences at the hos- 
pital. They had become less inclined to 
Propose ready-made panaceas for the ills 
of mankind. Several of the students re- 
Ported that, prior to their experience, they 
had uncritically viewed the psychiatrist as 
omnipotent in the field of mental health; 
but now their expectations of the psychia- 
trist had become more reasonable. This 
Btoup said that their attitudes about the 
Other helping professions had also been 
altered in a positive manner. None saw 
‘their experience as pivotal in future plan- 
ning; but they did see it as extremely use- 
ful in the final formulation of plans already 
Started in relation to vocational choice. 
Significantly, those students who had earlier 
indicated an interest in entering a social 
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work career stated that their experience 
had measurably strengthened their plans. 
Suggestions for improvement of the clin- 
ical treatment program of the hospital were ` 
elicited. Mentioned frequently were in- 
creasing the size of the staff, paying higher 
salaries, expanding the research depart- 
ment, increasing the quality and quantity 
of in-service training programs for personne] 
at all levels, and increasing opportunities 
for professional staff to utilize experi- 
mental techniques in therapy. Critical re- 
marks were directed by six of the students 
at some of the dysfunctional aspects of the 
ward team operation, They pinpointed the 
problems that occur when the various pro- 
fessional representatives spend their time 
in team meetings “jockeying” for a domi- 
nant position rather than focusing on the 
important work delegated to them. Nega- 
tive statements were also leveled at the 
seeming indifference of professional staff 
members to the effects of their own inap- 
propriate behavior on the treatment pro- 
gram. One student vehemently protested 
the rigid role-definition that patients must 
assume before being considered for release 
from the hospital. Over half the students 
made favorable comments about the hos- 
pital’s group treatment program, but sub- 
mitted cogent pleas for the development 
of a more individualized treatment ap- 
proach, including individual therapy. 
The last item on the questionnaire was 
an invitation for the student to identify 
the particular segment of the clinical treat- 
ment program that impressed him as being 
the primary source of therapeutic benefit 
for patients. The quality of the relation- 
ships, both formal and informal, that ex- 
isted between staff and patients was listed 
by ten of the students as being the most 
therapeutic feature of the hospital program. 
This group felt that all personnel, at all 
levels, maintained an attitude of assist- 
ance and acceptance toward patients. 
Another ten of the students listed the hos- 
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pital's emphasis on personal responsibility 
for decision-making on the part of patients 
as individuals or groups as being the essen- 
tial ingredient of the hospital treatment 
program. Various levels of patient govern- 
ment, the hospital administrative structure, 
the therapeutic community approach to 
treatment, and the emphasis on participa- 
tion of employees and patients in the mak- 
ing of decisions on matters that affected 
them personally were mentioned in sup- 
port of this opinion. Six of the students 
agreed that the group therapy program of 
the hospital was the most important modal- 
ity of treatment; these students saw group 
therapy as being extremely effective if the 
group therapist was exceptionally skilled. 


Summary and Conclusions 


The organizing of a mental hospital work 
program for college students is not a task 
to be shouldered indifferently. It involves 
more planning, space, materials, and super- 
visory time than most overburdened and 
understaffed public mental hospitals can 
freely invest. The rewards of such a pro- 
gram are necessarily intangible, and some- 
times delayed; but they are nonetheless 
real. 

The primary objective of the student 
work program at Atascadero State Hospital 
was the orientation of upper-division col- 
lege students in a progressive mental hos- 
pital program in which all mental health 
disciplines were represented. "There was 
no attempt to justify the program on the 
grounds of work produced by the students. 
The recruiting of well-qualified college 
students to enter a mental health career, 
particularly social work, was a long-term 
goal. 

To this end, the program was essentially 
tutorial in nature. The opportunity to 
work closely with a clinical practitioner in 
the performance of professional skills at a 
journeyman level is an experience rarely 
afforded to college students. The values 
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of such an experience are obvious. Clinical | 
skills are sometimes more difficult to de 

scribe verbally than to demonstrate. Watch. |. 
ing a social worker "in action" is an in 
finitely more satisfying experience for tht 
student than simply absorbing written or 
spoken accounts of such tasks. As the stu: 
dent becomes less of an observer and more 
of a participant, multiple opportunities 
are available for him to compare his in 
tuitive and academic perceptions of reality 
with those of the mature professional. If 
nothing else, the experience can serve à 
an emotional corrective to the collective 
misconceptions of the adult world some 
times held by students. Furthermore, such 
programs encourage the student to identify 
with a protest movement that is at onc 
socially acceptable, mildly revolutionary, 
and aimed at meeting the needs of a ne 
glected group in our society. 

From a dynamic point of view, participa 
tion in such a program sets the stage for the 
resolution of delayed adolescent rebellion! 
in that the rebellious energies are channeled 
into socially useful activities. Staff mem 
bers who were actively involved in the) 
student program often described their €x 
periences as being simultaneously intellec 
tually stimulating and emotionally de | 
manding. If continued enthusiasm and ag 
sense of accomplishment are accurate in 
dices of success, then the student program 
at Atascadero State Hospital can be judge. 
a success. | 

This student program was continued for 
three years. Its termination can to some 
extent be attributed to its success. Com | 
vinced, on the basis of the experience with 
this student program, that this hospital 
could make a unique contribution to the | 
learning process of students in the men 
health disciplines, the hospital began n^ | 
gotiations with the Department of Sod? 
Welfare at Fresno State College. Thes 
negotiations eventually culminated in k 
agreement by which the hospital will 
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— vide field-work placement for graduate stu- 


dents in the Department of Social Welfare. 
There were insufficient funds and staff time 
available to continue both the Antioch pro- 
gram and the social work field unit; and 
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a decision was made to discontinue the 
former because of the direct and immediate 
advantages to mental health work that 
would accrue from a graduate training pro- 
gram for social workers. 


CARL M. ROWLEY, ACSW, PROVO, UTAH 
EUGENE J. FAUX, M.D., PROVO, UTAH 


‘The team approach to supervision 


Although there are those who claim to 
have specific, well-defined definitions of 
both supervision and psychotherapy, the 
fact remains that there are many variations 
in actual practice. Adherents of the vari- 
ous schools make great claims for their 
approaches, and can document their ef- 
fectiveness statistically. On the other 
hand, there are good studies that even 
question the validity of the principles of 
psychotherapy, particularly as it concerns 
the major mental illnesses.-3 Psycho- 
therapy in minor mental illnesses (to which 

ost psychiatric effort is applied) is even 
more difficut to assess. By tradition, the 
word “psychotherapy” implies a therapist- 
patient relationship on a one-to-one basis. 
Supervision, traditionally, implies a one- 
to-one relationship between the therapist 
and trainee or subordinate. 

Looking back, we can see that the impact 
of Freudian psychoanalytic methodology 
influenced the development of a psycho- 
therapeutic pattern more than any other 
movement in the history of psychiatry. 
Freud’s genius was the vortex for a psychi- 
atric revolution, with pervasive conse- 


Mr. Rowley is a psychiatric social worker, and Dr. 
Faux is chief of the Youth Program, at the Utah 
State Hospital, Provo, Utah. 
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quences, and undoubtedly our ideas about 
supervision stem from the need Freudians 
have to become disciples. Some have re 
ferred to Freudianism as a cult, and it has 
been compared to a religion in terms of 
the demands made upon it by its devotees 
Upon the completion of the supervisory 
analysis, one seems to achieve some sort of 
authority or priesthood and then, sup 
posedly, has the authority to pass on this 
priesthood to any novice willing to com- 
plete the ritual. This, of course, is an Un- 
kind metaphor; yet it does seem to have 
some application in terms of the enchant 
ment of the professional world with Freud: 
ian methods, It may well be that, in spit 
of the great insight Freud gave to the world, 
in one way he did mentally ill people 4 
disservice: the system of training and supe™ 
vision that developed from his work yielded 
an approach that, in mental hospitals at 
least, resulted in an impossible task and 
relegated great numbers of patients to 1- 
activity in favor of patients who could pe 
form in a one-to-one setting. 


Disadvantages of Traditional 
Supervisory Methods 


Schools are proud of the well-trained pro* 


fessionals they produce. However, many — 


“Team approach to supervision 


require close supervision on a one-to-one 
basis. Many professionals have questioned 
this practice, perhaps more frequently in 
private than in published papers. Assump- 
tions about competence and self-reliance, 
as well as the new graduate’s supposed abil- 
ity to perform his job satisfactorily, seem 
not completely compatible with the com- 
monly accepted notion that the recent grad- 
uate has to have “very close supervision for 
the first several years of practice.” 

There seem to be at least three major 
disadvantages to close, one-to-one, tradi- 
tional supervision. 

l. The professional worker's self-suffi- 
ciency, self-reliance, creativity, and profes- 
sional growth are often delayed or thwarted. 

A number of authors have mentioned 
this factor. For example, Scherz * states, 
*.. . He also needs to be granted freedom 
to take responsibility for his own work— 
freedom to use his capacities and to dis- 
cern and work on those areas in which he 
needs to develop further.” And Fizdale 5 
has written: 

Our opinions about supervision are mixed, how- 
ever, when we consider its purpose and function 
beyond the beginning years of practice. We are re- 
luctant to say that workers can function inde- 
pendently, yet we chafe under the never ending 
quality of supervision. We regard the long con- 
tinuance of the worker-supervisor relationship as 
potentially detrimental to the professional maturity 
of the worker. We are concerned over the costli- 
ness of supervision. In all these discussions our 
xm is to gain some clarity about the values de- 
rived from supervision which we want to retain. 


2. Hostilities, unhealthy dependencies, 
and. feelings that the professional worker 
is in “therapy himself’—all are disadvan- 
tages of close supervision. 

The sacred hourly session with one's 
supervisor, if violated or missed, calls for 
considerable interpretation and anxiety on 
the part of both the supervisor and the 
supervisee. Wolfe ® indicates that the 
problem is not limited to the supervise: 


A professional supervisor approaches the evalua- 
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tion conference with dread and breathes a sigh of 
relief when it is over. . . . There [is] a wide range 
of reasons for such feelings—extending from the 
psychological conditioning which makes it hard 
for the supervisor to evaluate the work of another 
human being to the uncertainty as to what the 
job really entails. 


Judd and co-workers? attempted to 
remedy some of these situations: 


... to do something positive about the com- 
plaints of recent years that workers are frequently 
caught in a stage of interminable dependency, that 
other professions move more quickly to independ- 
ence and the use of consultation than do social 
workers, and that the close personalized relation- 
ships and individual supervision characteristic of 
social work contribute to infantilizing the worker. 


Unfortunately, in their work "group 
supervision" actually consists of a super- 
visor "supervising a group." The real au- 
thority and direction are still vested in the 
supervisor, but he or she directs a group 
rather than a single professional worker. 
“The supervisor is in control of the process 
and the learning focus using the reactions 
and contributions of other group members 
in behalf of the person whose material is 
being discussed." 

Fizdale® has written of the merits of 
what she calls “peer group supervision.” 
However, in her study this type of super- 
vision was limited to social workers, all of 
whom were highly trained and had an 
average of ten years of experience or more. 

3. The one-to-one method of supervision 
results in a tremendous waste of valuable 
and vital talent. 

The supervisor is almost always chosen 
for his experience, knowledge, and skill 
in working with people. Yet, he is re- 
moved from those who need his help most 
—the clients or patients. He becomes an 
expert in advising the “line professional” on 
how to deal with clients or patients whom 
he often never meets or works with di- 
rectly. In some agencies there is develop- 
ing a corps of supervisors, consultants, and 
field representatives who give little or no 
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direct services. There appears to be a 
need for more emphasis on peer consulta- 
tion and group supervision, even with the 
beginning professional worker. 


Team Supervision at Utah State Hospital 


During the last decade, Utah State Hospi- 
tal has been abandoning the concept of 
one-to-one psychotherapy and one-to-one 
supervision in favor of a community ther- 
apy-centered, social-psychiatric approach 
and, in spite of having a rather small staff, 
has achieved one of the best statistical 
records in the nation The program has 
been devoted to the needs of the so-called 
"public" patient, and its deviations from 
tradition deserve scrutiny. 

Previously there were "supervisors" in 
each department at Utah State Hospital. 
The hospital functioned traditionally, with 
a departmental system; and, in most cases, 
the professional with the greatest tenure 
occupied the office of “department head,” 
having administrative-supervisory duties 
and very few direct patient responsibilities. 
These department heads exerted tremen- 
dous administrative influence, and were 
almost totally responsible for the perform- 
ance of workers in their respective depart- 
ments. Under the department heads in 
each discipline were professionals em- 
ployed as "supervisors," whose prime duty 
was the supervision of trainees. Experi- 
ence at that time showed that professionals 
with the very best clinical talents became 
supervisors, and the hospital thereby lost 
the benefits of their direct clinical services. 
Also lost was the opportunity to observe 
the supervisors' skills and techniques in 
direct service to patients. 

In 1957 the administration of the hospi- 
tal was persuaded to create seven auto- 
nomous units, in effect decentralizing most 
administrative and clinical functions. In 
so doing, the administration abolished the 
department system and created multi- 

disciplinary teams headed by a psychia- 


ROWLEY AND FAUX 


trist. Personnel who had been previously 
assigned as department heads and super 
visors were given clinical roles in the var. 
ious unit teams and once again assumed a 
full share of direct service to patients, 
Their title changed from “department 
head” to “chief of discipline.” 

Now it is impossible for the chief of a 
particular service or discipline to super 
vise line workers on different units where 
programs are constantly evolving and 
where the chief has little significant rela 
tionship with staff or patients. The hos 
pital feels these persons (the former super 
visors) should be utilized in giving services, 
because of their exceptional experience and | 
skill. "The former supervisor is now used 
as a consultant on specific problems of con: 
cern to his own profession. Patient prob 
lems, on the other hand, are worked out 
directly by team or unit staff. Some visit- 
ing professionals have questioned the ra 
tionale for this method. However, the 
system is extremely satisfying to the pet 
sonnel involved (after initial resistance and 
anxiety, and it obviously encourages 
creativity and professional growth and de 
velopment. T 

Concurrent with the creation of the unit 
system, the hospital made a concerted effort 
to increase the practice of group therapy 
With this change came a new philosophy, 
a belief was engendered that all profes 
sionals should be psychotherapists. This 
was a dramatic departure from tradition 
for our institution, because previously it 
had been absolute dogma that only psy" 
chiatrists could function as therapists | 
With the new orientation grew a convit | 
tion that psychotherapy was not a specific 
process and that some of the beneficial Ot 
therapeutic effects were achieved by tht 
group process, environmental feedback { 
peer processes, and any ingredient in living 
that tended to humanize and acknowledg* 
the individual's basic worth. (Our eXpe 1 
riences over the years have been recorded | 
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Am the Utah State Hospital quarterly pro- 
fesional journal, Provo Papers, and will 
mot be alluded to further in this article.) 
Some have called such a program "a 
therapeutic community." Most of us who 
"have had this experience have not partic- 
‘ularly liked this term because, as we have 
‘developed the program, we have had to 
acknowledge right along that we were not 
‘sure what “therapy” even was, and we were 
not sure what was therapeutic and what 
Was not therapeutic in a community sense. 
"Perhaps the expressions "experimental so- 
ciety” or "sheltered democratic society,” if 
they could coalesce, would best describe 
What has been happening. We have been 
grappling with such problems as: (1) pa- 
tient government, (2) remotivation, (3) 
peer dynamics, (4) mobilization of assets, 
(5) engendered responsibility, (6) the forces 
of expectation, (7) family diagnosis and 
therapy, (8) narrowing the patient-staff 
breach, (9) conditioning and confrontation, 
- (10) application of learning theories in 
therapy, and (11) mechanisms of involve- 
ment as they concern the forces that bind 
people in their struggle toward a common 
goal. All of these have appeared in a vari- 
able way on each of our units, and each 
unit has had to pace itself according to its 
particular level of operation and in terms 
Of the different milieu that units seem to 
acquire from the personalities of their cur- 
Tent professional staff. 
As group processes have been intensified 
among the patients, and as the program 
has become more lively, it has become nec- 
| essary for the staff to have more meetings 

in order to communicate information 
about patients and their behavior, current 
problems, developments in the family, 
necessary attitudes for confrontation, levels 
of expectation, and other matters. At these 
Staff meetings it is assumed that each in- 
dividual attending has equal worth and 
is an expert in his own particular domain. 
As much as possible, all staff members’ 
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opinions are sought and used. Regardless 
of the source, creative ideas and suggestions 
are utilized. Such a free-flowing, “brain- 
storming” climate is conducive to high 
morale and sound problem-solving. It is 
assumed at the meetings that the physician 
is the expert in medicine and psychiatry, 
but would not presume to have the answers 
in any of the other professional disciplines. 
It is taken for granted that all attending 
the meeting are on equal footing and that 
the group opinion is to be more valued 
and to have more weight than the opinion 
of any one member of the group. If a so- 
called expert can not convince other mem- 
bers of the group that his point of view has 
more value than the group's, his view is not 
accepted. 

There is nothing quite so exhilarating 
to the team member as feeling that he or 
she is a part of decision-making in which 
everyone's opinions and suggestions are 
accredited and valued. Such a pervasive 
staff attitude and mode of operation are 
conducive to high staff morale, spontaneity, 
enthusiasm, and creativity in problem- 
solving, and make for consistency in deal- 
ing with problems, particularly in a twenty- 
four-hour residential treatment facility. 

Over the years, professionals employed 
at the hospital have been impressed by the 
demonstration of how good team work acts 
as a supervisor for all members of the 
team in an equal way, irrespective of each 
member's professional role. Unfortunately, 
trainees coming from the various univer- 
sities into our program have had their 
problems. Their university training has 
been traditionally oriented, and they have 
been led to expect one-to-one psychother- 
apy. Our experience has been that the 
trainees themselves have been rather easily 
converted to our methods, but that their 
professors, for the most part, have remained 
tradition-bound and have continued to 
expect one-to-one supervision as well as 
one-to-one situations in treatment. 


pog 
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Tradition would imply that the trainee 
can get better supervision from one super- 
visor in his own discipline. However, our 
experience has been that a team of pro- 
fessional workers, with their varying per- 
ceptions and experiences, offers a much 
better training-supervisory medium. Such 
team members know, and are involved 
with, every patient discussed, and bring 
their special knowledge and insight to 
bear on each case. The influence of pro- 
fessional or individual biases or prejudices 
is greatly diminished. The old adage “two 
heads are better than one” could be carried 
further to state “but the group is best of 
all" Bonner? in his book Group Dy- 
namics: Principles and. Application, states 
this in the following terms: 

The "superiority" of the group in problem-solving 
must then be in part a tribute to the fact that 
individual “expectancies” do not have an opportu- 
nity to express themselves and to the fact that 
errors are more frequently eliminated. In contrast 
to an individual, a group has no habitual way of 


solving a problem and is not, accordingly, blind 
to new suggestions and solutions. 


Group problem-solving and supervision 
also closely approximate traditional con- 
cepts of team work: 


Its members work through a combined and in- 
tegrated diagnosis; flexible, dynamic planning; 
proper timing and sequence of treatment: and 
balance in action. It is an organismic group dis- 
tinct in its parts, yet acting as a unit, ie., no 
important action is taken by members of one pro- 
fession without the consent of the group.1o 


Such a philosophy of team supervision is 
fresh, realistic, immediate, and exciting. 
Any opinions about psychotherapy or in- 
fluencing others must be exposed to a 
group of knowledgeable people rather than 
imposed upon the trainee from the safety 
of an isolated, distant supervisor's office, 
with the trainee presumably believing any- 
thing the supervisor says to be correct, even 
though the latter may have no firsthand 
knowledge of the patient in question. 
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The reader might question the advis 
ability of helping the professional worker 
who is having difficulty of one kind or am 
other through a team supervisory situation. 
However, there is much to be said for the} 
effectiveness, sanctions, and support of the 
team or group. "Does not one need a cap 
tain to control an aggressive, egocentric 
non-co-operative individual not in a team 
relationship? Group control is better, and 
perhaps more likely to effect a change"! 


Discussion 


In recent years, studies such as that of 
Hollingshead and Redlich ™ have demon 
strated dramatically that seriously ill men 
tal patients tend to come from the lower 
social classes, and that they tend not t) 
respond to traditional one-to-one psycho: 
therapy. Utah State Hospital staff ha 
recognized this, and has attempted to 
develop a program that would make som 
of the insights of psychiatry available to 
the world of the institutionalized patient 

Social processes seem to be the bet 
medium for our endeavor, and their us 
calls for a unique type of society in which 
the professional worker can_participalé 
Each professional worker must expose hi 
ideas and experience to the staff group, a" 
the staff must spend sufficient time together 
to communicate the tremendous amount? 
information necessary to ensure consisten? 
and continuity. One-to-one supervision 
would only be a complication in a system] 
such as ours because it would permit i 
unilateral exchange of ideas that mita 
might not be made known to the remain! 
of the group. 

Team supervision can abide no 
demonstrations of authority. It is i 
Cohen and associates 12 point out W 
"power, status, and authority are € 
present" But they are remarkably E 
dramatically minimized at Utah State ® 
pital, where democratic and group P’ ust 
are encouraged. Authoritarianism ™ 


excessive 
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Brive way to an appeal for truth, spontane- 

ity, and involvement by participation. 

- When this happens, one sees the develop- 
ment of group processes that lead to high 
morale, professional growth and develop- 
ment, creativity, enthusiasm, co-ordinated 
timing, and balance in action. Trainees 
and professionals who come into such a 
setting can participate in one of the richest 
experiences conceivable. 
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Effects of training programs on| 
psychiatric attendants 


Recent emphasis on the expansion of in- 
service training for the psychiatric aide has 
led to increased concern for evaluating the 
effectiveness of training programs. Last 
year, Distefano and Pryer® studied the ef- 
fects of psychiatric attendant training on 
changes in ratings of job performance and 
knowledge of human relations. They re- 
ported no significant change in ratings by 
supervisors before and after an introduc- 
tory course in psychiatric nursing. How- 
ever, a significant change in knowledge of 
human relations was found when test 
scores before and after a supervisory train- 
ing course in psychiatric nursing were com- 
pared. 

Submitted here is a further study of the 
effects of training of psychiatric attendants 
on employee behavior. The purpose of 
this survey was (1) to evaluate the possible 
influence of training on knowledge of job 
skills, on measures of job satisfaction, and 
on attitudes toward mental health; and 
(2) to determine the relationship of several 
independent factors (e.g., age, education, 
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experience, intelligence) to each of thes 
variables. 


Method 


Thirty-three psychiatric attendants (t 
whom 20 were females) enrolled in an m 
troductory in-service training course served 
as subjects. The training course Io 
duction to Nursing Care) involved 1 
hours of classroom training and demonsti? 
tions over a ten-week period with sped | 
clinical follow-up on the units to which the | 
trainees were assigned. The following 
tests were administered as measures of k | 
dependent variables: The National Lon 
for Nursing (NLN) Elementary Psychos | 
Nursing Achievement Test as a mens 
of knowledge of job skills; the Cornell T4 | 
Description Index,’ for assessing employe | 
satisfaction with various aspects of the J d 
and a mental health attitude scale, 2 b 
constructed locally for tapping opinioni ] 
various aspects of mental illness. B 
three dependent measures were madet | 
the beginning and at the end of the ! 
week trainin; iod. š 

e aas alio obtained on $^ 
eral independent factors, including age | 
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TABLE 1 
Descriptive data on 33 attendants 
in training 


Standard 
Range Mean deviation 
Age, years 19-57 35.0 11.59 
Months employed 3-72 10.2 12.19 
Otis Employment Test 
(raw score) 13-69 49.8 14.07 
Vocabulary test 
(raw score) 32-88 62.4 12.72 


education, length of employment, intellec- 
tual performance, and vocabulary level. 
The Otis Employment Test? was used as 
a measure of verbal intelligence, and the 
Wide Range Vocabulary Test® assessed 
recognition vocabulary level. Descriptive 
data on these independent measures are 
presented in Table 1. 

Information was gathered on a control 
group of 15 attendants who had not yet had 
the basic training course. The dependent 
measures of job satisfaction and mental 


health attitudes were obtained on these 


controls before and after a period corre- 
sponding to the ten-week period. Initial 
measures on the NLN test were not ob- 
tained on these control subjects. Analyses 
of job satisfaction and attitudes involved 
comparisons of matched groups; knowledge 
of job skills was based on repeated com- 
parison measures with the trainee group. 


Knowledge of Job Skills 


The NLN is a nationally used objective 
test of 105 multiple choice items. It was 
designed to test knowledge of basic psy- 
chiatric nursing principles, and requires 
the attendant to choose the "best" re- 
sponses to make to particular patient be- 
haviors or specific work situations. The 
possible raw score range on this test is 0 
to 105. The trainee group obtained raw 
scores ranging from 35 to 83 before train- 
ing, with a mean of 59, whereas after train- 
ing, their scores ranged from 42 to 88, with 
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a mean of 65. With reference to national 
norms on trained attendants, mean per- 
centile ratings on these trainees were 46 
before training and 58 after training. 

A Linquist "treatment x subjects" analy- 
sis 1° revealed a statistically significant in- 
crease in scores after training. In view of 
the type and length of this test and the 
time interval between tests, significant im- 
provement due to practice effects per se 
was questionable. However, in the ab- 
sence of a control group, the investigators 
acknowledge that the present results may 
be confounded with effects of experience 
on the job. 

Inspection of the data suggested possible 
sex differences in NLN test performance. 
A Linquist “Type I" analysis of variance 1° 
revealed that female trainees, on the aver- 
age, obtained higher scores than male 
trainees both before and after training; but 
their improvement in scores was not sig- 
nificantly greater than that of the males. 
Females were not found superior to male 
trainees in terms of experience on the job, 
tested intelligence, or vocabulary level. 
The reliability of sex differences in NLN 
performance should be checked in subse- 
quent studies. 

Pearson product-moment correlations !* 
revealed that the nursing achievement test 
performance was significantly correlated 
with vocabulary level (0.65), performance 
on the Otis Test (0.46), and education 
(0.30). However, the correlations with 
Otis scores and with education were found 
to be due largely to the relationship of 
these variables with vocabulary level. Age 
and length of employment were not sig- 
nificantly correlated with NLN perform- 
ance. Thus, the present study suggests that 
future research using the NLN achievement 
test should take under careful considera- 
tion the influence of such variables as vo- 
cabulary level, intelligence, and education 
upon performance on this measure of psy- 
chiatric nursing knowledge. 
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Job Satisfaction 


A review of the literature on job satisfac- 
tion by Fournet and associates 1? revealed a 
vast amount of research in industry; how- 
ever, there were few studies on job satisfac- 
tion in mental hospitals. Emphasis in the 
in-service training of psychiatric attendants 
is usually on developing the aide’s potential 
to assume greater responsibility for patient 
care. It is assumed that developing the 
employee's potential will result in greater 
job satisfaction, but there is no experi- 
mental support for this belief. The pur- 
pose of this phase of the present study was 
to evaluate this assumption. Job satisfac- 
tion was assessed by the Job Description 
Index (JDI), developed at Cornell This 
instrument was designed to tap several 
aspects of job satisfaction, namely, attitudes 
toward the work itself, people (co-workers), 
supervision, pay, and promotions. On the 
JDI the employee is requested to respond 
“yes,” “no,” or “?” to various adjectives or 
descriptive phrases pertaining to these five 
, different aspects of his job. Within the 
context of Hulin and co-workers’ !? theory, 
these perceptions of an individual's job 
are dependent upon individual differences 
and the person's frame of reference at that 

articular time. It might be hypothesized 
that training would influence an attend- 
ant's frame of reference and thereby effect 
, some changes in the perception of his job 
| and in his job satisfaction. 
| In analyzing job satisfaction, a compari- 

son of matched groups before and after 
the training was made. Fifteen attendants 
of the trainee group were matched with the 

15 control (no training) attendants on the 

basis of sex, age, experience, intelligence, 

and vocabulary level. Very close matching 
of pairs of attendants on these variables 
was possible, and no significant differences 
existed between the final matched groups 
on these factors. (These variables were 
selected because they had previously been 
reported to be related to job satisfaction.!?) 


PRYER, DISTEFANO, AND POR 


Inspection of mean scores on the five 
JDI scales before and after the training, 
shown in Table 2, revealed slight decreases 
in trainee scores on four of the five scales, 
However, statistical analyses (Linquist 
“Type I” analysis of variance 1°) indicated V 
no significant change in scores and no dif- 
ferences between trainee and control scores. 
Thus, the present data offer no support for 
the hypothesis that training has an imme 
diate positive influence on job satisfaction. 
In fact, the data, although not statistically 
significant, suggest that less favorable per 
ceptions toward certain aspects of the job 
may occur. Further study will check the 
reliability of such a finding. 

The data were analyzed to determine 
what factors were correlated with perform 
ance on the JDI. Pearson product-moment 
correlations !! between job satisfaction and 
age, experience on the job, intelligence, 
and vocabulary level of the attendants were 
not significant. The correlation coefici- 
ents ranged from a low of 0.01 on intelli 
gence to 0.15 on vocabulary. The correla: 
tion between JDI performance and sex 
however, was substantially higher, yielding 
a point biserial correlation of 0.40. Lin | 
quist “Type I" analyses 1° of the 33 trainees — 
(of whom 13 were males) before and after 
training were made to study sex differences 
in performance on each of the five JDJ 
subscales. No significant differences be 
tween the sexes were found in attitudes | 


TABLE 2 
Mean pre- and post-training scores 0n 
the Job Description Index for the 
training and control groups 


JDI scale Training group Control group 
Before After Before After 
Work* 38.7 39.9 39.8 428 


Supervision* 45.1 49.0 45.0 46.9 
Co-workers* 56.8 — 43.7 45.1 445 
Payt 11.8 
Promotions} 18.3 16.3 


* Total possible score—54 
t Total possible score=27 


19.5 20.9 


9.7 148 18.9 | 
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Effects of training programs 


toward work, supervision, co-workers, and 
promotion opportunities. However, the 
difference found with regard to their atti- 
tude toward salary was statistically signifi- 
cant beyond the 0.05 level of confidence. 
Males were substantially less satisfied with 
their pay than were females, both before 
and after training. This appears very 
reasonable, since the male in our society is 
considered the main breadwinner in the 
family. In positions as hospital attendants, 
both sexes receive similar pay, and it seems 
likely that the lower salaries are more ac- 
ceptable to women than to men. 


Attitudes toward Mental Health 


Included in the basic training course is 
orientation of the attendant toward being 
a key figure in the care of the mental pa- 
tient. An attempt is made to impress upon 
the trainee that his job is therapeutic 
rather than custodial and to remove some 
of the stereotyped misconceptions about 
mental illness. In comparing attitudes of 
personnel in mental hospitals, Cohen and 
Strenning !* found aides more “custodially 
oriented" and lower in "mental hygiene 
ideology" than other occupational groups 
of the hospital. These authors doubted 
that the current educational programs for 
psychiatric aides were very effective in 
changing attitudes toward modern mental 
hygiene ideology. 

4 In 1963, the Southern Regional Educa- 
tion Board (SREB) examined attendant at- 
titudes toward their work and patients. 
The results of a survey of attitudes before 
and after training at one institution dem- 
onstrated a change toward more favorable 
attitudes.15 

, In the present study, opinions concern- 
ing the etiology, treatment, and prognosis 
of various kinds of mental disability were 
assessed with an "attitude scale" developed 
locally for a community survey. The final 
form of the questionnaire consists of 87 
statements to which the subject is requested 
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to respond on a five-point scale from 
"strongly agree" to "strongly disagree." 

A Linquist "Type I" analysis of scores 
before and after training on the training 
and control groups revealed no significant 
change in scores and no difference between 
trainees and controls. Of a possible total 
of 435 (most favorable score), the trainee 
group obtained a mean score of 331.6 both 
before and after training. Over the same 
period the control attendants scored 337.4 
and 339.4. 

In examining relationships between at- 
titude scores and the independent factors, 
it was found that (as was the case with the 
NLN test results) attitude scores were 
chiefly related to vocabulary and Otis per- 
formance. Months employed and educa- 
tional level, as such, bore no relationship 
to attitude scores except through vocabu- 
lary level. Neither age nor sex was sig- 
nificantly correlated with attitude scores. 
Similarly, Cohen and Strenning '* found 
“weak” relationships between these vari- 
ables and their opinion scale among hospi- 
tal personnel. 


Interrelationship of Job Knowledge, 
Satisfaction, and Attitudes 


Pretraining measures of the training 
class were used for assessing relationships 
among knowledge of job skills, job satis- 
faction, and mental health attitudes. The 
SREB 35 reported a high correlation (0.74) 
between trainee scores on their information 
test and scores on an attendant opinion 
scale. Inspection of their items suggests 
that this scale tapped satisfaction with 
certain aspects of the job as well as attitudes 
toward patients. In the present study, a 
fairly high correlation between informa- 
tion scores on the NLN and attitude scores 
(r=0.56) was obtained. However, the cor- 
relation of these two variables was found 
dependent on correlation with vocabulary 
level. If one nullified the influence of 
vocabulary level (or perhaps verbal facility) 
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upon both tests, the correlations between 
information and attitude scores would no 
longer be statistically reliable (r—0.31). 

In addition, neither information nor at- 
titude scores were found to be significantly 
related to measures of job satisfaction (r= 
0.15 and r=0.16, respectively) among this 
group of attendants. 


Summary 

To evaluate the effectiveness of training 
among attendant personnel, the possible in- 
fluence of a basic training course upon job 
knowledge, job satisfaction, and attitudes 
toward mental health was investigated. 
Analysis of changes in job knowledge was 
based on tests of 33 first-level attendants 
before and after training. Changes in job 
satisfaction and attitude of 15 attendants 
| in training were contrasted with similar 
, measures on 15 control (no training) at- 
tendants matched on the basis of sex, age, 
length of employment, and verbal in- 
telligence. 

Results suggested significant changes only 
in knowledge of job skills. Sex was sig- 
| nificantly related both to test scores on 

knowledge of job skills and to responses to 

the job satisfaction in terms of salary among 

attendant trainees: female trainees’ scores 

were significantly higher on tests of knowl- 

f edge of job skills both before and after 

| training; male trainees were less satisfied 

~ with the "pay" of their position than were 
the females. 

Job satisfaction was not found to be re- 
lated to job knowledge or attitudes. How- 
ever, there was a significant correlation be- 
tween job knowledge and attitudes, and 
both measures were related to vocabulary 
level. 

In summary, results of this investigation 
offered no evidence that training enhanced 
job satisfaction or mental health attitudes 
among a group of hospital attendants, but 
did suggest improvement in knowledge of 
job skills. 
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The hospital nurse as mother 
surrogate and bedside psychologist 


"Comprehensive nursing” is one of the 
shibboleths today. We are told that hos- 
pital patients have emotional and social 
needs that should be met, as well as physical 
ailments needing care. Since psychologic 
and social problems may complicate the 
patient's illness and impede his recovery, 
nurses are admonished to give them more 
attention. They are expected to interact 
with patients as "whole" persons. Critics 
have been severe in their complaint that 
nurses and doctors too frequently ignore, 
or are ignorant of, the psychologic, inter- 
personal, and social origins and conse- 
quences of physical illness. 

Some authorities say that nurses are 
Psychologically unable to provide the 
needed emotional support for patients be- 
cause of their own emotional deprivation; 
that attitudes necessary for nurses to assume 
in the role of professional healer are in- 
consistent with feelings of affect for the 
patient; that the nurse is likely to place 
emphasis on the physical or organic as- 
pects of illness, to the neglect of the social 
and emotional aspects; and that the atti- 


A sociological appraisal 


tudes and psychologic orientation nurses 
acquire during training do not encourage 
close nurse-patient contacts.1-* 

In this paper the issue will be examined 
in terms of factors that are largely inde- 
pendent of the influence of the nurses’ at- 
titudes and personal dispositions—specifi- 
cally, in terms of the effect of the nurse’s 
position in an organization (a hospital) on 
the performance of her nursing duties and 
of the concept of comprehensive care on her 
professional status. 

There are certain structural constraints 
placed on the nurse’s hospital role that 
deter her from giving comprehensive nurs- 
ing care. Furthermore, the types of nurse- 
patient interaction that are becoming in- 
creasingly frequent deter the development 
and reinforcement of the sentiments and 
attitudes that are at the heart of programs 
designed to encourage interaction with pa- 
tients as “whole” persons. In brief, it is the 
organization of the hospital more than the 
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attributes of individual nurses that pre- 
vents the nurse's performance of the func- 
tions demanded in comprehensive nursing 
care. In addition, consideration of the 
nurse's professional concerns makes one 
question the wisdom of her performing 
these functions, even if it is assumed that 
organizational constraints do not exist and 
that the nurse possesses the requisite skills 
and abilities to do so. 

It is actually difficult to speak of the 
role of nurse today. There are many types 
of nurse—public health nurses and office 
nurses, as well as a host of specialists within 
the hospital. Furthermore, the nurse's role 
has undergone major changes in the past 
thirty years; and one does not have to look 
hard in the nursing journals to be quickly 
convinced that there is substantial disagree- 
ment on the nurse's role today, particularly 
concerning her role in hospitals. As 
Saunders and others 45 have Suggested, 
no one is very certain any more what a 
nurse is or what a nurse properly should 
do. Be this as it may, statistics suggest that 
nurses are ing certain duties with 
increasing uniformity. These uniform du- 
~ ties and their implications for comprehen- 

sive nursing care and the profession of nurs- 
ing are the topics of this paper. 

When most people think of a hospital 
nurse they probably have an image of a 
female in a white uniform at the bedside 
of a patient. She may be giving him medi- 
cation, taking his pulse, giving a blood 
transfusion, bandaging his wounds, giving 
him an intravenous infusion, or simply 
mopping his brow. In most cases, there- 
fore, she will be seen as someone in direct 
contact with the patient, acting the role of 
a bedside nurse. But there are differences 
of opinion as to what the precise nature 
of this nurse-patient relationship is or 

should be; people disagree concerning how 

the nurse should interact with the patient 
as she cares for him, whether she should 
concern herself with the patient's social and 


WILLIAM A. RUSHING 


emotional needs and try to relate to him | 
in these terms. 

With increasing frequency it is claimed 
that nurses have become too emotionally 
neutral in their attitude toward patients, 
that they too often view patients as [3 
woman with gallstones, the man with acule 
appendicitis, or the patient with a broken 
hip. The patient is not seen as a “whole” 
person; he is not seen as someone who maj 
have financial, marital, or personality prob 
lems. His removal from a protective and 
familiar family environment and coi 
nity of friends may give rise to feelings ol 
anxiety and fear, but the nurse does 
view him as someone for whom hospi 
tion may be a traumatic experience. 
usually doesn't bother to discover what hif 
job is, how many children he has, or what 
his hobbies and interests are. Her interae 
tion with the patient is shaped exclusively 
by the demands of the patient's ph; 
ailment. She relates to him in a stereot 
and routine manner, according to the 
ness involved. Consequently, she adopts an 
emotionally neutral—impersonal—attitude 
toward patients, an attitude of professi 
detachment. Her concern is with dispenk- 
ing “professional nursing service,” mol 
sympathy, kindness, friendship, and “tende 
loving care." 

There are those who claim, howevth 
that a patient's welfare may only be 
when he is treated as a “whole” person in 
need of soothing, tender care, and not äs 4 
person with a broken leg or kidney infe 
tion. The nurse must discover how the 
patient feels, what his worries and anxieties 
are, and provide the necessary emoti " 
salve to alleviate and calm the patien 
anxious and depressed state, Anxictya 
such matters as family, occupation, a04 
the illness itself must be treated as well 9 
the ailment that brought him to the hosp 
tal. We are told that the nurse 
spend time with patients, listen to their 
troubles, be sympathetic, and comfort them- 


oles of the nurse 


is means that the nurse must become 
professionally detached and more emo- 
tionally involved. Since she must interact 
with a total person, and not just a patient 
who has a physical ailment, she must be 
‘flexible in her approach. Because total 
persons differ much more than similar 
physical ailments, the nurse must be pre- 
| pared to adopt a different relationship with 
individual patients. She may want to cheer 
depressed. patients through friendly behav- 
ior, encourage worried and anxious pa- 
tients to express their fears and anxieties, 
and try to understand the unconscious mo- 
tivation of a patient who refuses to eat. 
Her relationship with different patients 
will vary because the patients as persons 
differ, even if their physical conditions do 
not. 

Actually, there are two aspects to this 
relationship of the nurse to the patient. 
One is that the nurse should possess the 
traits of “sympathy, gentleness, cheerfulness, 
charity, and understanding"; * should freely 
dispense the too rare medication of "tender 
loving care";! and should indicate an in- 
terest in the patient's life and discuss his 
interests with him. This has been called 
the “mother surrogate” role.* The analogy 
of the child-mother relationship is taken 
- quite seriously by some. It is argued, ". « » 
- it was precisely the similarity between the 

emotional and physical needs of patients 

and of babies which brought the nursing 
profession into being.” + The nurse "should 
feel toward the patient as the mother feels 
toward her child." And, although the 
mother surrogate role involves no special 
training (a person can't be trained to be 
sympathetic, loving, and kind), there are 
those who maintain that it is only when 
nurses begin to assume this role that there 
can be a “really meaningful profession of 

nursing." 1 j 

The second aspect of the relationship 
has a loftier, professional appeal. Many 
patients experience anxiety as a result of 


75 


financial, marital, and personality prob- 
lems, or because of the illness itself. Since 
psychologic trauma may impede the course 
of therapy, some argue that nurses must 
deal with such matters in their care of pa- 
tients. Indeed, it is said that nurses have 
a "responsibility for learning more about 
the psychological aspects of illness if [they] 
are to fulfill [their] role satisfactorily.” * 
The nurse should be able to diagnose the 
patient's fears and anxieties: she should 
recognize and respond to the patient's ever- 
shifting mental moods and to his 
needs for dependence or independence. 
Some nurses have accepted tbis position, 
arguing that "the best nurses are bedside 
psychologists as well as instruments of 
physical relief . . . Many of her contacts 
with the . . . sick are as a sort of bedside 
psychologist." 10 

In evaluating such statements from the 
perspective of the nurse in a hospital organ- 
ization, one must consider the nurse's hos- 
pital role within the context of two argu- 
ments that have been used to support the 
position that nurses should perform the 
roles of mother surrogate and psy 


agent. 

First, there is the historical argument. 
Critics claim that the profession of nursing 
had its basis in such attributes as sympathy, 
gentleness, kindness, and love for the sick. 


rary hospital nurse performs a role quite 


change has come a change in the nurse's 
function. The nurse's role, like any other, 
must be shaped to the social context of the 
organization of which it is a part. There 
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is much evidence, as will be seen, that the 
nature of modern hospitals imposes struc- 
tural restraints on the nurse's giving com- 
prehensive nursing care. 

Historically, the role of nurse probably 
was one that involved such attributes as 
gentleness, kindness, and love for the pa- 
tient. She undoubtedly did interact with 
the patient as a whole person. But this is 
the image of a nurse who was predomi- 
nantly a private-duty nurse, not an institu- 
tional or hospital nurse. The historical 
change in private versus hospital nursing 
is striking. In 1930, 55 per cent of all nurses 
were private-duty nurses compared with 
only 36 per cent who were institutional 
nurses. Thirty years later, the percentages 
were 13.9 and 64.5, respectively! The 
private-duty nurse often “lived in,” cared 
for the patient’s children, ate with the pa- 
tient’s family, cooked the food, and in 
general became another member of the 
family. Such close contact and intensive 
interaction gave the nurse knowledge of 
the patient as a “whole” person: she came to 
know the patient's occupational and finan- 
cial life, his community and religious life, 
his interests, and his fears. This no doubt 
gave rise to strong emotional feelings for 
the patient; problems in providing “tender 
loving care” for her patient-friend were 
minimal, 

There is a striking resemblance between 
this and the mother surrogate role of the 
nurse. There is also a close affinity be- 
tween this and the position that the nurse 
must exploit her interpersonal relationship 
with the patient to the betterment of the 
patient's psychological and physical well- 
being. There is a difference, to be sure. 
"Comprehensive nursing care" is a more 
sophisticated and rationally argued posi- 
tion: the nurse is concerned with the psy- 
chologic and emotional welfare of patients 

not for humanitarian reasons, but because 
there is scientific evidence that physical ill- 
ness may be affected by the patient's psy- 
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chologic state and the composition of hi; 
interpersonal world. 

The historical argument is no longer 
valid because the conditions of social reality 
that sustain an image of the nurse as mother | 
surrogate no longer exist, at least not in 
hospitals. The same is true of the “bedside 
psychologist" role. A nurse who attempts 
to perform either of these roles is likely 
to find herself in conflict with the structure 
and organization of the hospital. Remem 
ber that prior to the 1930's the nurse's role 
was no doubt correctly depicted as one in 
which there were close and diffuse inter 
action between patient and nurse and par - 
ticipation of the nurse in the patient's inter 
personal world. ‘This facilitated the | 
performance of a mother surrogate role, à f 
role characterized by its intimacy. It also : 
facilitated the performance of a “bedside — 
psychologist” role, to the extent that the 
nurse possessed the requisite therapeutt — 
skill. | 

Conditions are different in today's hos | 
pital. For example, since 35 per cent o 
all hospital nurses are in administrative oT 
supervisory positions, more than one-third | 
of all hospital nurses are formally removed 
from the patient's bedside.!! Furthermoró 
since some of the additional two-thirds “a | 
anesthetists, operating-room nurses, aM 
clinical specialists, it may well be, as some 
contend, that only half of all hospital nurse 
are functioning as general-duty Ee 
Moreover, the general-duty nurse does 1? 
care for only one or two or three patients 
The average number of patients per ho* | 
pital in the United States in 1959 was ? J 
fraction fewer than 200; on the average 
there were nine patients per general-dut) 
nurseJ! Even if we assume, falsely, that 
the general-duty nurse has no other dutió 
except bedside care, she still has many ; 


more patients than her predecessor had. ; 
Nor is this all. Since the average ho 
pital stay of patients is only a few 4a — 
| 


r 
the nurse has less time than her predecess 


h, Roles of the nurse 


| 


| 


| 
| 
| 


[ 


to become acquainted with the patient, his 
extramedical problems, his interests and 
ersonal desires. The larger number of 
patients plus the shorter average stay in the 
"hospital can only lead to fewer and more 
superficial interactions with patients. Be- 
fore humans develop feelings of intimacy 
and strong positive sentiments for each 
other, they must interact frequently, face 
to face.13 Evidence indicates that nurses 
and patients are not interacting in ways 
that generate such sentiments. In one 
study, for example, it was found that nurses 
interacted with patients less than 15 per 
cent of the time, the remainder of their 
time being spent in nonsocial technical 
duties or in interacting with staff mem- 
bers.14 

In summary, it is not the nurse's psycho- 
logic inability or her attitudinal reluctance 
to perform a mother surrogate role that 
prevents her from performing this role; it 
is organizational constraints that will not 
allow it, even if the nurse were so personally 
inclined. The nurse has many patients 
to care for; the shorter stay of patients 
leads to brief nurse-patient contact; and 


“the nurse’s duties allow her direct bedside 


contact with patients only a small propor- 
tion of the time. Thus a nurse may never 
Bet to know the name of some patients on 
her ward before they are released; she may 
have little intimate knowledge of the pa- 
‘tient’s feelings and attitudes; in fact, she 
Y have little detailed knowledge of the 
patient's physical condition, except what 
she reads in the patient's chart, which has 
been left for her by nurses from the previous 
shift. Such conditions do not readily lead 
^to the natural development of strong; posi- 
live sentiments between nurses and pa- 


tients, It is not surprising, therefore, that 


à patient may be identified as "the patient 
in the second bed in Room 34.” Neither 
15 it surprising that many patients feel that 
nurses are not very interested in their wel- 
‘fate, Comprehensive nursing care is dif 
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ficult, if not impossible, in today's hospital 
bureaucracy. 

The second argument in defense of 
nurses' performing the mother surrogate 
and bedside psychologist roles has to do 
with the amount of time nurses interact 
with patients compared with the amount 
of time other personnel interact with pa- 
tients. Regarding the mother surrogate 
role, Devereaux and Weiner* state that, 
since nurses have more direct contact with 
patients than any other group in the hos- 
pital, "the task of continuously dispensing 
tender loving care as a part of total therapy 
at the patient's bedside of necessity devolves 
upon the nurse." 

It is no longer true to say that nurses 
interact with patients more frequently than 
any other group. The largest group in 
hospitals besides patients is comprised of 
nursing auxiliaries. An indication of their 
rapid increase is the fact that their average 
number per hospital increased from 28.88 
in 1946 to 69.02 in 1959, with the patient: 
auxiliary ratio dropping from 6.45 to 2.88. 
The corresponding drop in the patient: 
general-duty-nurse ratio from 15.27 to 8.68 
does not in itself mean that nurses have 
more time and opportunity to interact with 
patients, since an increase in auxiliaries ne- 
cessitates the nurse’s spending more time 
interacting with and supervising auxiliaries. 
The patient:auxiliary ratio has dropped 
even faster than the patient:general-duty- 
nurse ratio. In 1946 there were 2.97 nursing 
auxiliaries for each general-duty nurse; in 
1959 the ratio had increased to slightly 
more than 3 to 1. This can only mean 
that the auxiliary's interaction with pa- 
tients is increasing while the registered 
nurses interaction is decreasing. The 
trend has reached such extremes that aux- 
jliaries interact with patients more than 
registered nurses do. The findings in one 
hospital, for example, revealed that aux- 
iliaries and student nurses provided 70 per 
cent of the bedside nursing on the three-to- 
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eleven shift and 89 per cent on the eleven- 
to-seven shift.5 And a 1963 U.S. Surgeon 
General's report indicated that, as a na- 
tional average of all reporting hospitals, 70 
per cent of bedside nursing contacts were 
found to be provided by nursing auxil- 
iaries..? The nurse is surely being re- 
moved from the patient's bedside; her in- 
teraction with patients is decreasing. The 
nurse-patient relationship is not likely to be 
an intimate one.* 

Therefore, the argument that nurses 
must perform the mother surrogate role 
because they are the group in closest and 
most extensive contact with patients is 
based on a false premise. Auxiliaries are 
the persons whom patients are most apt to 
see, talk to, and eventually become friends 
with. The above statistics support the asser- 
tion that generalduty nurses, as well as 
head nurses and supervisors, are more 
likely to supervise nursing care than to 
provide bedside care themselves. As Lyle 
| Saunders has stated, “The present function 
| of the graduate nurse is not to nurse the pa- 
| tient, but to see that he is nursed.” * This 
| renders the nurse less able to do what one 
ociologist recommends: "spend time with 
patients, listen to their troubles, and com- 
ort them,” 17 

This does not deny that there is a need 
for kind, sympathetic, loving mother sur- 
rogates in hospitals. Indeed, the patients' 
need for emotional support and sympathy 
| has probably increased with the increase 
in social mobility, urbanization, and im- 
personality characteristic of modern so- 
ciety. This is especial true of pa- 
tients with long-term illnesses. However, 
in light of the present situation in hospital 
organization, it seems unlikely that it is 
the registered nurse who can meet this 


need. 
ee 
* That some nurses are unaware of this is reflected 
in the following statement: “The nursing role is 
characterized by its intimacy and physical proximity 
(with the patient)." 16 
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I would suggest that the persons most 
suited for the mother surrogate role are 
nursing auxiliaries. Certainly they are the 
persons with whom patients are in closest 
contact. There is reason to suspect that 
they have informally pre-empted this part 
of the registered nurse's role, just as they 
have formally taken over some of her for- 
mer duties. Reissman and Rohrer report, 
for example, that whereas fewer than 10 per 
cent of the nurses' interactions with pa- 
tients involve the performance of “socializ- 
ing interactions," 44 per cent of the (more 
numerous) auxiliaries' interactions are of 
this nature. Not only are auxiliaries per- 
forming more nursing care functions gen- 
erally, they are also socializing with patients 
more than nurses. 

"There is no deliberate design in this. It 
is simply a consequence of changes in hos- 
pitals—changes over which neither nurses 
nor nursing auxiliaries have had little con- 
trol. With additional numbers of patients, 
it has become necessary to hire more aux- 
iliary personnel. This has led to a decrease 
in nurse-patient interactions and to an in- 
crease in auxiliary-patient interactions. 
Nurse-patient interactions have been re- 
placed by more supervisory duties and by 
administrative, teaching, and clerical re- 
sponsibilities. 

Actually, some nurses explicitly recog- 
nize the mother surrogate role as the role 
of auxiliaries. One nurse, in writing of 
the differences between registered and 
practical nurses, has stated: “The practical 
nurse deals mostly with subacute patients; 
the convalescent, chronically ill, new moth- 
ers and infants, the aged"—in other words, 
the bulk of the patient population. She 
continues by noting that the practical nurse 
"provides most of the personalized atten- 
tion every patient needs and wants.” 1° 
My argument is not that such needs of pa- 
tients are nonexistent, but only that most 
general-duty nurses are not in a position to 
meet them, and that they are being met 


The nurse's removal from the patient's 
"bedside also prevents her performance of 
"the bedside psychologist role, which stresses 
the detection of psychologic problems and 
their handling through interpersonal re- 
"Jations, rather than the mere dispensing of 
tender loving care.” Nevertheless, a med- 
"ical practitioner has recently suggested that 
e nurse can perform this type of role 
precisely because it is she “who has the 
most prolonged, constant and consistent 
contact with" patients. He argues that 
"Since patients "get to know the nurse, in 
their intimate contact with her, they will 

‘divulge the secrets that are worrying them 
. The nurse, because of her unique op- 
portunity for repeated, close observation 

f the patient during hospitalization, is 
Often in the best position to observe the 
first signs of" psychopathologic trends? 
Even if we grant that nurses have the re- 
 quisite knowledge and skills to detect such 
_ trends, which most do not, most nurses are 
unable to perform this role because their 
Contact with patients is not intimate or 
- dose. Repeated, close observations are not 
opportunities that are unique to nurses; in 
fact, they are opportunities that most nurses 
rarely have at all. 

Our argument thus far is that the per- 
formance of the roles required in “compre- 
hensive nursing care" is not possible for 

. most nurses in most hospitals, that such 
performance is not merely subject to the 
Wishes, attitudes, and personal dispositions 
of nurses themselves, but rather to organ- 

i izational constraints. "Those who advocate 

-— that the nurses serve as mother surrogate 
and bedside psychologist are apparently 
unaware of certain crucial facts about hos- 
pitals; and those who say that this is what 
- murses actually do are falsely informed. 

Now let us assess these two roles from 
a professional standpoint. For an occu- 
ational group to possess professional 
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status means, among other things, that it 
performs duties that require special and 
expert training. It has an area of com- 
petence from which others are excluded 
who do not have these special skills and 
abilities. A professional performs an €x- 
clusive role. Furthermore, before the pub- 
lic will recognize an occupational group as 
professional, it must be convinced that 
those engaged in that occupation possess 
skills that require a period of specialized 
training. Now, it is unlikely that patients, 
or the public generally, will recognize 
nurses as professionals if they adopt the 
mother surrogate role as their core of skills, 
for this is clearly an ability that requires 
no special expertise. It is probable that 
registered nurses are no better at it than 
their nursing auxiliaries. Certainly it re- 
quires no prolonged, specialized training. 
It may well be that, with its performance, 
patients may come to “like” particular 
nurses better; but they will not respect 
them more for their special skills. 
Advocates of the position that nurses 
should show more concern for the mother 
surrogate role actually recognize a conflict 
between this role and a more professional 
one. It has been stated, for example: 


The status-problem of the nurse is comparable 
to that of the lower-middle-classes, who have to cling 
stubbornly to their “respectability” for fear of being 
“downgraded” socially and equated with the “up- 
per-lower-classes." The nurse is, therefore, fre- 
quently forced to display an excessive professional 
attitude, which stultifies her relationship with her 
patients . . . The nurse . . . often cannot afford to 
lose her dignity as a “professional,” lest she should 
promptly be equated with what Civil Service Ter- 
minology calls “subprofessional personnel" In 
brief, what “respectability” as a badge of member- 
ship in middle classes means to the lower-middle- 
classes, a professional attitude means to the nurse.t 


I do not want to enter into the question 
of the nurses' motive for relinquishing a 
mother surrogate role. I actually think 
that such relinquishment has been more a 
function of changes in hospital organiza- 
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tion than a matter of the nurses’ motives, 
In any event, a consequence of performing 
the mother surrogate role is not increased 
professional respect. It is true that patients 
may not “like” the nurse any more for fail- 
ing to perform this role, they may not re- 
member her as a kind, tender person—they 
may even dislike her—but these are some 
of the costs that must occasionally be borne 
for the reward of professional recognition. 

Some may contend, in light of the ever- 
increasing encroachment of the nursing 
auxiliary on the registered nurse’s role, 
that the role of interpersonal relations spe- 
cialist may be the core of the nurse’s func- 
tion in the future—a function that truly 
excludes auxiliaries. However, a look at 
the psychiatric nurse in therapeutic com- 
munities suggests otherwise. In more than 
one such hospital, the term "nursing per- 
sonnel” is used to include practical nurses, 
aides, attendants, and students, as well as 
registered nurses.20-22 In one hospital, the 
policy “specified little differentiation be- 
tween the statuses of nurse and aide. In 
effect they were to play the same role. The 
administrator stressed that the aide ‘has as 
much dignity and authority as the nurse,’ ” 22 


Thus, even psychiatrists, who are often the 


It is not likely that the nursing profes- 
sion will accept readily the idea that prac- 
tical nurses and other subprofessionals are 
to be referred to as “nurses” or “nursing 
personnel” and are capable of performing 
the same role as they. No member of a 
profession likes “outsiders” to be considered 
members of his profession. That the nurse 
is increasingly sensitive and insecure in her 
professional status, as many claim, is under- 
standable. 

Adoption of the role of interpersonal 
relations specialist as the core of the nurse- 
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patient relationship would only add to the 
nurse’s feeling of insecurity. To interact 
with patients in ways that are consistent 
with the patients’ mental welfare requires 
training and skills that most nurses do not 
obtain in nursing education. (Most medi- 
cal students don’t obtain this training 
either.) And this skill can’t be acquired 
through a few semester hours in psychology. 
This is one reason why it takes several years 
of graduate work before a person can be- 
come a qualified clinical psychologist; it is 
also the reason why medical students must 
spend several years beyond their graduation 
from medical school before they can be- 
come qualified psychiatrists. How much 
psychological training—academic and clin- 
ical—must a nurse have before she can be- 
come a bedside psychologist and cope with 
the emotional problems of patients? Studies 
of psychiatric nurses indicate that even they 
are not adequately prepared for this role.2? 


Conclusions 


A central theme of this paper is that the 
nurse’s role cannot be considered inde- 
pendent of the social setting in which it is 
performed. When changes occur in hos- 
pitals, the role of the nurse changes also. 
It may be said that what the nurse does in 
the hospital today is determined as much by 
the nature of the hospital organization as 
by nursing tradition and the sentiments and 
values associated with that tradition—per- 
haps more so. It may be true that the pro- 
fession of nurse originated in response to 
the needs of sick people; but the nurse’s 
function in hospitals today is being deter- 
mined more and more by the organizational 
need to plan, organize, supervise, and co- 
ordinate the activities of nursing auxiliaries, 
and to carry out other administrative, teach- 
ing, and clerical duties, 

The role of hospital nurse cannot be con- 
sidered in isolation, or only in terms of 
what the role has historically been. It 
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must be considered in terms of its place in 
a social organization, and of its response 
to the needs and demands of that organiza- 
tion. Those who attribute the nurse's 
failure to perform a more personal, in- 
timate, and emotionally supportive role 
for patients to the subjective disposition of 
murses, ignoring the structural constraints, 
err grossly. 

The assumption on which comprehen- 
sive nursing care programs must be based 
insofar as the registered nurse’s direct par- 
ticipation is concerned, is a dubious one— 
the assumption of close contact between 
nurse and patient. Evidence that nurses’ 
bedside care is decreasing is overwhelming. 
The bedside functions are being performed 
by nursing auxiliaries with increasing fre- 
quency. Structural constraints have reduced 
the nurses’ interaction with patients and in- 
creased their performance of other duties. 
The functions involved in comprehensive 
care require closer contact and more fre- 
quent and intense interaction with patients 
than registered nurses are able to have. 
Furthermore, acceptance of the roles of 
mother surrogate and bedside psychologist 
would jeopardize the nurse’s continued 


‘claims for professional status. 


There is a paradox here. Just when 
nurses have begun to be admonished to 
give more emphasis to the psychologic 
aspects of illness, and just when some 
nurses, at least, appear to be ready to learn 
the skills such emphasis entails, the hospi- 
tal nurse is in less need of such skills since 
she is in no position to use them. The de- 
mands of her position in the hospital re- 
quire greater administrative, managerial, 
clerical, and teaching skills than she now 
acquires. It will be well for nursing edu- 
Cators to give these matters greater atten- 
tion in nursing curricula. Otherwise, a 
Breater hiatus will develop between what 
the nurse does and what she is trained to 
do, what she wants to do, and what she 
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thinks she should do. This can only lead 
to greater personal frustration and dis- 
satisfaction among hospital nurses. 
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The current trend of early release or return 
of state hospital patients to the community 
i in the best tradition of constructive social 
_ Welfare, the maximum potential of which 
is Yet to be attained. Historically it is an- 
| other advance in the progressive approach 
L9 the mentally or emotionally ill. It rep- 
Tesents another big step in the movement 
| away from "curing" mental illness through 
torture and death, imprisonment, banish- 
ment, and isolation from the community in 
hospitals away from the center of popula- 
tion, where mental hospitals traditionally 
have been located. (Even when patients 
Suffering from mental illness were ap- 
proached from a humanitarian and medi- 
cal point of view, there was a tendency to 


_ Pfotect the family and the community from 


the spectacle of these “unfortunates.”) 


_ With the advent of more intelligent under- 


Standing of the dynamics of mental illness, 
Psychotherapy and psychoanalysis have be- 
come household words; and the mentally 
ill patient returns to the community fol- 


| lowing the acute stage of his illness just as 


the physically ill patient does. 

” The trend toward early discharge of 

Veg hospital patients is not only thera- 

Eu sound, but also economically 
ise. In California, for instance, despite 
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The community adjustment of the 
| state hospital patient 


the great increase in population and in 
hospital admissions, state hospital popula- 
tions have decreased. For the entire state 
the resident public hospital population has 
gone down from 281.5 per 100,000 of the 
general population in 1956 to 209.6 in 
1962. The population at Camarillo State 
Hospital decreased from a high of 7,100 to 
5,00. Significantly, in number of public 
mental hospital physicians per 100 resident 
patients, California ranks third in the coun- 
try. This means that more mentally ill 
patients can get extensive and intensive 
psychiatric care than ever before. Ob- 
viously, the cost per person has diminished. 

There are a number of factors that have 
made early discharge of state hospital pa- 
tients possible. First, perhaps, is the finan- 
cial one. With the advent of Social Secur- 
ity grants and, specifically, the allocation, 
about a decade ago, of Aid to the Totally 
Disabled (or, perhaps more correctly, Aid 
to the Temporarily Disabled), Old Age As- 
sistance, and, more recently, Medical Aid 
to the Aged, it has become possible for 
mental patients—ambulatory but inca- 
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pacitated and indigent, who constitute the 
great majority of state hospital patients— 
to pay for their care in the community. 
Another factor is medical progress, through 
such methods as electroconvulsive therapy 
and the various “wonder drugs" that have 
proved so effective in the treatment of 
mental illness. Finally, in California there 
is the added force of outpatient mental 
health therapy through the relatively recent 
network of Short-Doyle, county-state, tax- 
supported outpatient clinics. 

The approach to the mentally ill is be- 
coming very similar to that of the phys- 
ically ill; indeed, the two are often inter- 
related in that physical ailments may 
subsequently produce emotional strain, and 
vice versa. It is gratifying to see that the 
voluntary and involuntary commitment to 
state hospitals has become an accepted 
form of community service, both with refer- 
ence to the patients and their relatives. 
Significantly, those who are engaged in this 
work professionally find that there are 
more community people complaining about 
the early return of their kin to the com- 
munity than otherwise. 

In the majority of the cases, the release 
of state hospital patients to the community 
would be nigh impossible if it were not for 
the aftercare service available to them. 
This is provided through a network of 
offices of the Bureau of Social Work of the 
State Department of Mental Hygiene. A 
team of convalescent leave psychiatrists 
and social workers, to whom patients on 
leave are assigned, provides the thousands 
of patients with psychiatric follow-up and 
social service planning. With the aid of 
such community resources as may exist, the 
major emphasis is on detecting early 
symptoms of regression and treating them 
medically and on community planning 
with a view to full eventual integration 
into the society in which the ex-patient 

lives. However, this aftercare setup has 
some serious lacks. The size of the case 
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load of the social worker and psychiatrist 
does not permit the regular and frequent 
contact that some of the patients need or 
could use to advantage. Furthermore, 
many of these patients are not capable of, or 
could not tolerate, closer, in-depth probing 
and treatment. 

Many of the patients on leave who broke 
down because of their inability to relate 
themselves constructively and meaning. 
fully to the society and people about them 
find themselves, often after years of hos- 
pitalization, quite alone in a busy, imper- 
Sonal, teeming, and hustling urban com- 
munity. These former hospital patients 
live in second- or third-rate hotels and 
rooming houses, often alone, in idleness 
and isolation. They are usually frightened 
about considering a gainful occupation, 
and they are overtly or covertly rejected by 
employers when their hospital connections 
are known. They feel inferior to what 
they regard as the well and normal popu- 
lation. Those who have relatives are 
usually not better off because, likely as not, 
it was these same people who in some way 
or another contributed to their breakdown. 
These patients often represent human 
waste because, although many of them are 
young enough to be socially useful, they 
are subject to further deterioration and 
mental breakdown. 

What follows is an account of twelve pa- 
tients, eight men and four women, on leave 
from several state hospitals and in group 
therapy. They are a small sample, but 
Tepresentative of the larger group with 
which this article is concerned in that, al- 
though they vary in degree of mental ill- 
ness, all are struggling with problems of 
individual and social adjustment, for 
which they have the potential. 

All the men are single and have never 
been married. All but one live by them- 
selves in cheap hotels or rooming houses, 
for the most part with no immediate rela- 
tives in the community. The one exception 
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is a younger man who lives with his family. 
Of the four women, three are married and 
live with their husbands and families. The 
fourth woman has had extensive hetero- 
sexual experience, including a child out of 
wedlock, but is living alone, away from any 
members of her family. This group rep- 
resents both those on home leave, which 
means released to choose their own way of 
living, and those under family care, in 
which social service arranges for their 
room and board and the state pays for it. 

All but two have some form of schizo- 
phrenic reaction. These two have been 
diagnosed as schizo-affective type and psy- 
chotic depressive reaction. Half of the 
group has had some college experience, 
three of these having bachelor’s degrees; 
the remainder have at least some high 
school education. They vary from some 
with many years of psychotic breakdowns, 
including numerous hospitalizations, to 
some with one breakdown and one hos- 
Pitalization. They were referred by five 
different case workers. 

In the year that the group has been in 
therapy, about half of the members have 
been in it since its inception, and the 
others have come in at various times sub- 
sequently, this being an “open-door” 
group. Three or four others joined the 
group, stayed relatively short periods, and 
dropped out either voluntarily or because 
they were returned to the hospital. 

_The topics discussed at the therapy ses- 

sions were selected entirely by group mem- 

ae as a rule by the more articulate or 
going ones. They centered on: 

a) questions on jobs—finding and holding jobs 

Pay, or as volunteers; 

: JE uen of sex, including marriage, hetero- 

i ty, homosexuality, and courtship; 
Ae relationships, especially the dn 
tion; of the mother, overattachment, and rejec- 
I erben of group living, whether in the 

( h spital or in the community; : 
he ode of emotions, in the group, in places 

nce, and in the community at large; 
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(6) socialization, “joining up” again; comparing 
socialization in the state hospital with that in the 
community; 

(7) aggressive thoughts or negative feelings, and 
fear of acting them out; 

(8) the state hospital as a positive or therapeutic 
place or as a negative, repressing one; the desire 
to return there, or fear of it as a place of punish- 
ment. 


The discussion of employment was the 
most concrete and infectious. Considering 
that the majority of the members were un- 
employed employables, there was a good 
deal of interest when someone came up 
with job leads. One member was toying 
with the idea of taking a civil service ex- 
amination, and the others were very curi- 
ous about what this entailed. Before long, 
another member got on the state personnel 
board list for a job in one of the state hos- 
pitals. The one who brought up the mat- 
ter of civil service secured a temporary job 
during the Christmas holidays at the post 
office, a job he had not held in years. An- 
other man, a long-time chronic psychotic 
in his 50's, inquired and was directed to 
one of the welfare agencies, where he works 
regularly as a volunteer, a few hours a 
week. With a sense of pride he leaves the 
group a few minutes early because he has 
to go "to work.” The members observed 
the change in this man as a result of this 
development. Another member who also 
had not been working for quite a long 
time made several attempts at securing em- 
ployment; finally, for some seven weeks he 
did telephone solicitation, for which he 
was well remunerated. Still another man, 
a family care patient, who openly indi- 
cated enjoyment of this protective life, 
nevertheless applied for a job in his field 
of interest, but failed to get it—probably, 
in part at least, through his own mishan- 
dling. It was obvious that he had mixed 
feelings, both about the application and 
about the rejection. 

There was another service implied in 
the function of the group that might be 


84 


described as mutual aid. One of the men 
who lived in a hotel and ate his meals out 
found it difficult to manage on his Aid to 
the Temporarily Disabled grant. He be- 
came discouraged and talked about re-en- 
tering the state hospital. The matter came 
up in the group, and one of the members 
who had a room-with-board arrangement 
suggested he might come to his place at a 
substantially reduced cost. This was ac- 
cepted, and the man even became a room- 
mate of the one who had suggested the 
solution, which completely eliminated the 
financial problem as a factor in this per- 
son's community adjustment. 

The broad subject of sex was one of the 
most time-consuming of the weekly hour- 
and-a-half sessions. It did not have the 
concrete results of discussions of employ- 
ment, but it definitely served as a catharsis, 
especially for the men—all unmarried. A 
couple of the men, particularly, revealed 
their frustration with reference to relating 
themselves to women. Both of them, in 
their 30's and 40's, respectively, admitted to 
having had no sex relations. Significantly, 
the discussions revealed that both had 
found it easier to relate themselves to 
women when in the state hospital, where 
there were limits as to how far they could 
go. They received a good deal of encour- 
agement from the group about dating or 
just conversing with women, without nec- 
essarily immediate ulterior motives. 

One of the greatest contributions of the 
group was the bolstering up of individual 
self-images and security, from lack of which 
all of the members suffered. There was, 
for example, the 30-year-old woman from 
a broken home who, in her hitchhiking 
trek from the East Coast to California, had 
had a series of sexual escapades, one of 
which resulted in the birth of a child out 
of wedlock. Initially she was the most ag- 
gressive and confused member of the group. 
In one breath she was violently against 
women—for whom she had no use—and 
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then was equally aggressive toward men— 
who could not be trusted—and she talked 
about escaping from people to a nunnery 
or some kind of seclusion. At times she 
was both amusing and annoying to the 
group members. In the meantime, her 
worker arranged for her to take a beau- 
tician’s course, as vocational preparation. 
There followed a gradual but steady calm- 
ing-down of this patient, who shared with 
the members of the group the complexity 
and responsibilities of the course and her 
concern as to whether she would be able 
to maintain the pace required, since she 
had been out of school a long time; in 
turn, she received a good deal of encourage- 
ment from the others. With her over 
abundance of nervous energy directed 
toward her studies and training, this pa- 
tient's behavior in the group improved 
considerably. Although her intellectual 
powers and her reasoning left much to be 
desired, from the point of view of mem- 
bership in the group she definitely indi- 
cated capacity for better social adjustment. 

The biggest factor, by far, of the group's 
year of existence was the evolution of an 
in-group spirit and kinship. The members 
felt that their meetings were one place 
where they could speak openly, without 
fear that they would be criticized OT 
laughed at, as they might be in the general 
community or even among relatives. There 
was also a feeling that they could not at 
ford to slip to the point of returning to the 
hospital because they would disappoint 
the others. In one instance, when one © 
the younger members was returned to the 
hospital, there was not only an expression 
of regret for him, but an apparent feeling 
of insecurity about themselves among the 
rest, as if to say, “Who knows who might 
be next?” 

Just as some of the married women €? 
couraged the single men with respect t° 
greater heterosexual activity, the single 
men, as a rule, argued with the married 


n when their accounts indicated a 
; ck of understanding, or even unfair ag- 
pression, on the part of the husbands, as 
"revealed in the group discussions. As a 
consequence, some of these women took 
a firmer stand in their own defense, per- 
“haps for the first time in their married 
lives, with positive results. 
. "There was genuine interest in what hap- 
ened. to the various members between ses- 
sions, Some of the group met with the 
‘others over a cup of coffee after the sessions 
or visited one another (especially the 
um socially. There was resentment 
toward employers who allegedly seemed to 
"discriminate against ex-patients when they 
applied for jobs. One of the members, 
i when he was about to get a job, was greatly 
concerned about his attendance in the 
‘group. He deeply resented it when he was 
told that he could pay for private group 
apy if he were working; he pointed out 
that he did not feel he would like to ex- 
pose himself to “strangers” after he had 
Worked through his relationship in this 
group. 
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| Summary and Conclusions 


3 Patients are released from the state hospi- 
tal either because they have reached the 
maximum benefit there or, even though 
they are not well, are not likely to benefit 
from a continued stay in a hospital setting. 
SN basis of observation of the group 
rd described and of work with patients 
9n leave from the hospital, I believe that 
1 Radon of them are not ready to enter 
: mainstream of urban living upon being 
returned to the community. To facilitate 
their adjustment, social service and psychi- 
tic follow-up must be provided. 
- Büt there is another factor that ap- 
Parently hampers early and wholesome so- 
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cial integration. For the most part, the 
released patient is unsure of himself, which 
is a part of the illness and which a short 
or a longer stay at the hospital may have 
accentuated. Then there is the indifferent 
or negative attitude on the part of people 
in the community—employers or others— 
who make the return of such people into 
everyday activity difficult. Some of these 
patients, consciously or otherwise, have ex- 
perienced a feeling of dependency and ac- 
ceptance as patients in the hospital, and 
this they nurture and are not ready to give 
up. Merely directing these people to em- 
ployment agencies, or even friendship clubs 
operated by state welfare services, is often 
not the answer, because they usually expect 
rejection or, in the case of a friendship 
club, may do the rejecting themselves since 
the club appears to them an extension of 
the hospital setting. In one instance, a 
patient who tried friendship clubs and felt 
it was a depreciating experience because of 
her higher intellect eventually located a 
group in a church, made up of people of 
higher social status, and found this much 
more to her liking. 

Intermediary steps in social and voca- 
tional integration, preferably through group 
experience, seem a prerequisite to satisfac- 
tory adjustment. In this regard, the ever- 
increasing service of dedicated volunteers 
working with individual patients is in- 
valuable. s 

Currently many ex-patients continue a 
dependent existence. This is both a finan- 
cial and a human loss, since many of these 
patients are in the younger and middle- 
aged groups. The availability of commu- 
nity resources—employment, recreational, 
and social—is important; but this alone, 
it seems, is not enough. There is a need 
for preparing both the patients and the 
community for the patients' return. 
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Passing: road to normalization 


for ex-mental patients 


Patients leaving mental hospitals recognize 
the fact of stigma? and attempt to deal 
with it by passing, ie, by keeping secret 
the fact of their history of mental hospital- 
ization in their day-to-day transactions out- 
side their immediate families. Indeed, 
this is generally an effective way * of deal- 
ing with stigma and achieving normal- 
ization. Whether professional personnel 
like it or not, this is the road followed by 
most released mental patients, especially 
those who are concerned with regaining 
normalcy. In fact, no better way is avail- 
able for the released patients to shed 
their “patienthood” and win the kind of 
social and interpersonal acceptance they 
feel they require to enable them to main- 
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Mr. Olshansky is the executive director of Com- 
munity Workshops, Inc., Boston, Mass. 


Although only one author is listed, Miss Hilma 
Unterberger has contributed much to this article's 
formulation and development, and only her modesty 
prevents her from sharing authorship. 


* Passing does not work if the ex-patient’s behavior 
is bizarre. Passing assumes a level of recovery that 
enables the ex-patient to play the role of the 
“normal” person. A few ex-patients seek to flaunt 
their history of mental hospitalization so as to make 
their recovery either less likely or as painful as 
possible. 
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tain their well-being, however precarious 
it may be. 

Passing may involve some anxiety? for 
those who practice it, but this anxiety is 
probably considerably less than that pro- 
duced by identifying oneself as an ex-men- 
tal patient and testing out and suffering 
the many kinds of response that persons of 
varying sophistication and sensitivity offer. 
The anxiety of passing is probably less 
than the anxiety associated with unpre- 
dictability. Who can really say how dit 
ferent persons will react, at different times 
and in different situations, to the fact of 
one’s mental hospitalization? Though pub- 
lic attitudes toward mental illness have im- 
proved, it would be foolhardy to believe 
that these changes are prevalent or would 
endure under all circumstances. People 
may respond better (e.g., in questionnaires) 
to the abstraction of mental illness than to 
the reality of a particular person who has 
been mentally ill. ; 

About a decade ago, I was involved with 
several colleagues in a study 4 of employer 
attitudes toward mental illness. (This was 
a study of 200 employers in the Greater 
Boston area.) We discovered what ap- 
peared to us a startling and unexpected 
fact: these employers saw few job appli 
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Passing: road to normalization 


cants who identified themselves as ex- 
mental patients. The question that nat- 
urally emerged was what happened to 
patients released from the many mental hos- 
pitals in the Greater Boston area? 

To answer this we subsequently did a 
study 5 of patients leaving three state hos- 
pital. We found the answer: the major- 
ity of released patients did not identify 
themselves as such when seeking employ- 
ment. They felt that it was best for them 
“to close the book on the past.” Even 
within the privacy of the family many felt 
it was best not to talk about "it"—their 
history of hospitalization. Nothing was 
to be gained, they felt, by reviewing what 
was so unpleasant for both the patient and 
his family. 

In large measure we found that ex-men- 
tal patients were realistic about the need 
of passing if they were to gain employment 
and protect themselves from the unpre- 
dictability that identification as an ex-men- 
tal patient might provoke. They harbored 
few illusions about the level of enlighten- 
ment in their communities. Some pro- 
tested that mental illness was like any 
other illness and nothing to be ashamed 
of, but they knew in their hearts that the 
community did not share this belief. 

Social clubs for ex-mental patients have 
not flourished,® despite the obvious need 
for such an aftercare facility. One im- 
Portant reason is that ex-patients do not 
want to pay the price of identifying them- 
selves and of associating with other ex-pa- 
tents. 

If passing is viewed by ex-patients as the 
Toad to normalization, what does this 
imply in the area of vocational rehabilita- 
tion? More specifically, what does it cost 
€x-patients to have trained staff people in- 
me in their behalf with employers and 

Tr them as ex-mental patients? 

d in one sense, the professional person is 
oing two contradictory things: by help- 
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ing an ex-mental patient find work, he is 
helping him achieve normalization; by 
identifying him as an ex-mental patient, 
the professional worker is interfering with 
this process of normalization. Admittedly, 
in some selected cases the staff person has 
no alternative; and the ex-mental patient 
has to pay the price if he is to go to work. 
In many more cases, however, the cost of 
identification may be too great to permit 
the ex-patients to focus on their job tasks. 
They may feel that they are being "treated 
with kid gloves” or are being “watched 
like a hawk.” Moreover, to work in our 
society means to function as an adult, and 
part of being an adult means finding one’s 
own job. Restating the implications of 
passing, I suggest that passing should be 
encouraged whenever possible. The op- 
portunity to pass should not be blocked 
unless the costs are likely to be greater 
than the gains. 

Some professional workers may find it 
difficult to accept this thesis t because the 
concept of vocational assistance to the dis- 
abled usually includes job placement. 
Also, many staff people interpret passing as 
a “lie,” or akin to a lie, because informa- 
tion is deliberately withheld. But no one 
expects people to contribute damaging in- 
formation about themselves to potential 
employers. Whether professional person- 
nel accept or reject passing, it will continue 
to be used by most released patients so 
long as they feel that they would otherwise 
be stigmatized. It still provides the great- 
est possibility for ex-mental patients to 
achieve normalization. 
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1t seems unfair to ask persons as vulnerable as 
ex-patients to pioneer in educating the community 
regarding appropriate attitudes toward mental ill- 
ness. Despite this, some professional people may 
object to passing on the grounds that it is a form 
of denial that interferes with an ex-patient's re- 
covery. The function of denial as a health- or 
illness-maintaining mechanism requires exploration 
and review. 
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Aftercare is like the weather 


Psychiatrists, like their patients, sometimes 
have difficulty in distinguishing between 
reality and wishful thinking. This seems 
to be particularly true of administrative 
psychiatrists. The literature is replete with 
descriptions of programs that are, in ac- 
tuality, figments of imagination. Extended 
planning for services and repeated frustra- 
tions in attainment seem to dull the reality- 
assessing faculties and lead to denial of 
present and continuing inadequacies in 
public psychiatric programs by fantasy for- 
mation, 

This report is a description of one such 
ees the development of a fantasy 
‘solution to the aftercare problem” in 
Kansas. Not only was an administrative 
arrangement proposed to resolve aftercare 
problems, but over a period of years a wide 
Spectrum of caregivers came to believe that 
it indeed functioned adequately, uniformly, 
and universally. This was never true. 

To study this group delusion and to at- 
tempt to correct it (since no improvements 
in aftercare services would even be con- 
sidered so long as “everything was O.K.”), a 
Portion of a Federal grant for mental health 
planning was used for a contractual study 
e the post-hospital career of 96 psychiatric 

Patients discharged two years previously 
from the three Kansas psychiatric hos- 
. Pitals,* 


The administrative reality of aftercare in 
Kansas is quite different from the patient 
reality of aftercare. Each will be dis- 
cussed in turn. 


Administrative Reality 


The official aftercare plan hinged on the 
concept of availability. Concepts of con- 
tinuity, comprehensiveness, and appropri- 
ateness were decidedly secondary. Since 
each of the 105 Kansas counties has a local 
welfare department, it seemed reasonable 
that locating aftercare responsibility in 
county welfare units would meet the availa- 
bility criterion admirably for a sparsely 
populated state of 82,000 square miles. 

However, several equally important is- 
sues were not adequately resolved in this 
aftercare formula. Such problems as the 
following were not solved by the plan: 


1, No additional workers were employed to as- 
sume this added responsibility. 

2. The vast majority of county welfare workers 
were without social work training. "Their total ex- 


SIUS SEMI NIB EE NE T, 
Now director of Psychiatry for Denver's Health and 
Hospital Department, Dr. Whittington was direc- 
tor of Community Mental Health Services for the 
State of Kansas from 1962 to 1965. 


* The study was done by Community Studies, Inc., 
of Kansas City, Kansas. The three hospitals men- 
tioned were the Osawatomie, Topeka, and Larned 
State Hospitals. 
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perience had typically been in a county welfare de- 
partment. 

3. Case work is not the only need of patients dis- 
charged from hospitals. Supervision and purchase 
of medicines, vocational counseling and rehabilita- 
tion, general medical care, and psychotherapy are 
equally important needs for many patients. Such 
comprehensiveness of care was not allowed for in 
the over-all planning. 

4. Hospital-county welfare relationships, referral 
procedures, policies on release of information, and 
involvement in pre-discharge planning were di- 
verse and widely disparate in effectiveness. State- 
wide policy and procedures were never adequately 
clarified and codified. 


When in 1962 the first statewide work- 
shop? on aftercare was held, it became 
Clear that agencies and staffs had been 
entertaining a number of misconceptions, 
such as the following: 


1, All discharged patients were referred to 
county welfare for service, 

2. County welfare actually served the vast ma- 
jority of discharged patients, 

3. By law, patients could be referred by state 
hospitals only to county welfare. 


The third assumption was curiously per- 
sistent. In actuality, there was no statutory 
basis for referrals to county welfare. By 
policy of the State Board of Social Wel- 
fare? county welfare departments were 
required: 


“As requested or as needed, to render casework 
services to family members of persons in institu- 
tions . . , 

"To participate and assist in casework planning 
and placement for adults and children returning 
from state institutions, This responsibility in- 
dudes: ... 

“Supervising persons on parole, passes or con- 
valescent leave from institutions as requested by 
the institutions." 


The Patient Reality 


In the aforementioned study? a number 
of questions were investigated: 
1. Is pre-discharge planning done for aftercare 


services? 
Yes. Ninety (of 96 patients in the sample) had 
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a plan on their hospital record. However, only 
72 had a specific, definite, and apparently well. 
thought-out plan. 

2. Do county welfare departments participate 
in developing the aftercare plan? 

Not very often. Only 29 (of 96) patients’ plans 
involved social work or mental health agencies, 

3. Is the plan communicated to county welfare 
departments? 

Less than half the time. Only 42 (of 96) of the 
plans were communicated to either a mental 
health or social work agency. 

4. Is the local welfare office a much-used re- 
source for aftercare? 3 

No. Only 19 patients (of 56 for whom adequate ` 
data were available) utilized social welfare services. 
In contrast, 12 used private psychiatric services; 
five, a local mental health center; 35, a local phy- 
sician; and nine, a hospital outpatient service. 
Fifteen received no service at all. 

5. How well is the present Kansas aftercare pro- 
gram working? 

This is difficult to evaluate. The aftercare liter- 
ature is small, but even so quite contradictory4 
Some of the findings of the Kansas study are as 
follows: 

Of 96 patients, 36 (or 38 per cent) were read- 
mitted during the two-year follow-up period. 1 

Twenty patients (20 per cent) were in nursing 
homes, or under sheltered care at the end of the 
follow-up period. 

Thirteen patients were in hospital and four, in 
a correctional institution, at the follow-up date. 

When 56 former patients residing in the com 
munity were asked whether they felt disabled, 13 
(23 per cent) replied yes; 14 (25 per cent) gave à 
qualified yes; and 29 (52 per cent) stated that they 
had no feelings of disability. 

When relatives were interviewed concerning 80 
Patients, 43 (54 per cent) reported that the patient 
Was still experiencing symptoms; 28 reported that 
the patient definitely was not able to assume pet 
sonal community responsibilities; and nine gave ? 
qualified negative reply. Forty-six per cent of the 
patients were not functioning adequately, in the 
view of their next of kin. ed 

When county social workers were interviewé 
about the adjustment of 63 patients, 22 (35 per cent) 
were, in their opinion, still experiencing symptoms 
and 22 (85 per cent) were not functioning ade 
quately at the personal and community level: di 

Family physicians interviewed concerning *" 
Patients agreed that residual disability was C97 
siderable. Seventeen per cent were still e 
encing symptoms, and the same percentage rJ uo 
fulfilling personal and community responsibilities. 
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Aftercare 


Conclusions 


This study shows clearly that the official 
administrative program for aftercare serv- 
ices by county welfare departments func- 
tions, at best, imperfectly. Clarification of 
policy and procedures is a minimal need. 
Rethinking the entire philosophy of com- 
munity-centered treatment following hos- 
pitalization is a more desirable path of ac- 
tion. 

In reality, neither outcome seems likely. 
Although verbal concern about seriously ill 
patients remains great, patterns of profes- 
sional pessimism and rejection have been 
dificult to modify. A system that pretends 
to solve a difficult problem by relegating it 
to an agency that is inadequately staffed 
with undertrained personnel is seductive 
to many. The Joint Commission on Men- 
tal Illness and Health has drawn attention 
to these attitudes.’ 

Neither pious moralizing, administrative 
wish-magic, paternalism, nor buck-passing 
meets the needs of the seriously ill patient 
returning from hospital to community. 
Nor does the author propose a solution to 
the multiple problems of intractable and 
often chronic mental illness, social and pro- 
fessional rejection, agency territorialism, fi- 
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nancial reality, technical inadequacy, or 
personnel shortages, ineptitudes, and train- 
ing deficiencies. But he suggests that wish- 
ful thinking, which distorts reality and con- 
ceals problems that affect the patient, is 
not the best first step toward serving more 
adequately citizens with major mental ill- 
ness. 

Too often aftercare is like the weather: 
everybody talks about it, but no one does 
anything about it. 
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Family adaptation overseas. 


Some mental health considerations 


American families are moving abroad in 
ever-increasing numbers. They go as ex- 
change or research scholars, members of in- 
ternational secretariats, diplomats, business 
managers, agents of governmental pro- 
grams, military personnel, and representa- 
tives of religious missions. In contrast to 
well-pampered tourists, their assignments 
are usually for a year or longer, during 
which time they are expected to settle in 
the host country. 

Although much attention has focused on 
the selection of specialized personnel for 
overseas service, there has been little pub- 
lished about the effects of family adjust- 
ment on job performance. Mental health 
aspects of overseas adaptation seem inti- 
mately intertwined with the success or 
failure to establish satisfying family re- 
lationships in an unfamiliar social and 
linguistic environment. 


Dr. David is associated with the International Re- 
search Institute, American Institutes for Research, 
Silver Spring, Md. Dr. Elkind is associated with 
the Child Study Center at the University of Den- 
ver, Denver, Colo. This paper was written while 
the authors were living in Geneva, Switzerland, 
affiliated, respectively, with the World Federation 
for Mental Health and the Centre d’Epistomologie 
Génétique of the Université de Genève. 
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In this communication we focus on the 
family, particularly the wife and children, 
and on reactions to such problems [2 
housing, schooling, social life, and main- 
taining one’s identity. Our impressions 
are based on a combined total of 36 
months’ experience in Geneva, plus dis 
cussion with others, and extensive inter 
national travel. There is no attempt to be 
exhaustive and no implication that out 
observations are universally applicable. 


Available Literature 


taff 
Since its founding in 1948, members of the Us 
and Executive Board of the World Federation 


à "m 
Mental Health have, on varied occasions, acted 


informal consultants to organizations involved i 
the recruitment, selection, training, placeoeue p 
retention of suitable persons for multilingua E 
retariats and technical assistance missions. hes 
this experience has emerged a general conse d 
that the successful individual in internatio! 
service is one who, in addition to the vd 
Skills necessary to perform an assignment E 
tively, has the ability to adapt and adjust os 
life and work situations.1 Assessing a man’s 5 
nical competence has proved far easier than ES 
Praising those qualities which may or U^. 
make him and his family adaptable to à 
range of living conditions. ? 
ostii survey of the variety of Amer. 
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- can activities abroad is provided by Cleveland and 


associates.2,3 They note problems of overseas 
service and relevant training, with particular em- 
phasis on the concept of “institution building.” 
Literature on selection of professional personnel 
for technical assistance programs has been sur- 
veyed by Guthrie and Spencer* From the con- 
tributions of Sanders Winslow, Thurber, and 
Torre one might conclude that qualifications for 
such personnel range from the virtues of an all- 
American boy to the suave finesse of a James Bond. 
Related studies have been reported by Fein King 
and Driver? and Winslow.6 Annotated bibli- 
ographies and references enhance the contributions 
of Gollin,10 Klineberg,11 and Torre.t 

Although many practical problems impede a de- 
tailed study of on-the-job activities and the effects 
of family adjustment, critical incident studies 
might be one promising approach to the explora- 
tion of mental health components. Without such 


_ information, our understanding of the sources of 


‘ne variance in overseas adaptation remains lim- 
ited. 

Improved selection and training do not, how- 
ever, offer any panacea, particularly when the num- 
ber of applicants and of the positions to be filled 
is small. Although the Peace Corps, with its 
numerous participants going to similar assign- 
ments, has provided a fertile source for studies, its 


^ circumstances are of a unique nature and oriented 


More to adjustment in developing countries12-15 
Another approach is aptly described by Wedge 1° 
in his observations on the misperceptions and mis- 
Understandings frequently encountered among dis- 
tinguished visitors to the United States. The im- 
portance of communication has been cited by 
Du 18 In the published references coming 
© our attention, only Halli suggests that the 
training program include the trainee's wife and 
children “although this is rarely done.” He 
tecommends that the family be considered a so- 
meee unit and trained as such, enabling the 
md Supervisor to observe its members' inter- 
NL With each other. Since stresses and strains 
Er usually greater abroad, the stability of family 

ationships may well make the difference be- 


| tween success and failure. 


o aent EDU for describing maladjustment 
Road assignments is "culture shock." This 
ii: xa to have a broad range of meanings cover- 
nou symptoms related to an alien environment. 
experie Y, returnees from overseas seldom admit to 
cen. culture shock themselves,t though they 
"um ye on having observed its symptoms in 
may be d reason for this selective remembering 

at, once frustrations are overcome, they 
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are forgotten along with other unpleasant episodes. 
In this connection, Brannen and Hodgson 20 ad- 
vise overseas managers to minimize forced cultural 
change and to satisfy "new behavior expectations." 
Again, the role of the family and, particularly, of 
the wife is largely ignored. 


The Family Abroad 


One of the prime aspects of personal 
performance abroad resides in the relation- 
ship of family members with and to each 
other. Moving overseas is more uprooting 
in its totality of change than moving from 
one town to another in the United States. 
A recently arrived wife may believe that 
her husband has relatively few problems 
and much support in starting his job, and 
that he does not recognize or appreciate 
the perplexities of organizing a household 
in an unfamiliar land.’ Many husbands 
have to travel extensively, usually more 
often than before. This may engender 
additional anxiety in a wife who already 
feels lonely and separated from familiar 
surroundings. Her self-image as an inde- 
pendent, resourceful woman is shaken 
when she has to communicate in a foreign 
tongue to shop for food, interview domestic 
help, or even chat with neighbors. She may 
feel that she has regressed to dependency, 
and begin to resent her husband, holding 
him responsible for her having to cope with 
an entirely new and demanding situation. 
Nor is her resentment lessened by the neces- 
sity of repeatedly entertaining, and even 
providing lodging for, unexpected busi- 
ness or professional associates. It is all the 
more trying when she is expected to help 
the children adapt to a strange school. 
Their problems add to her uncertainty and 
frustrations. 

Another, and not uncommon, phenom- 
enon is that of a couple with long-standing 
marital difficulties. At home, an unsuccess- 
ful marriage may result in the husband's 
directing all his initiative and energies into 
his job. A wife may also create a life of 
her own by working or participating in 
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voluntary activities. Abroad, however, it 
is hard to establish independent existences. 
The wife perceives her situation as increas- 
ingly intolerable and may react accordingly. 

Reasons for going abroad should be 
carefully explored in advance. Assign- 
ment overseas is seldom the solution for a 
difficult family situation, financial crisis, or 
humdrum existence. Divisive elements, 
barely recognized at home, may become ac- 
centuated abroad, Without the familiar 
surroundings of community, family, and 
friends, the combination of old and new 
problems can assume threatening propor- 
tions. On the other hand, some people 
who appear to have made good adjust- 
ments at home may display basic person- 
ality deficiencies for the first time when 
suddenly confronted with an abrupt 
change of language, living conditions, and 
associates. Predicting behavior is compli- 
cated by the frequent observation that a 
situation that may be unusually trying for 
one person may be a source of initiative 
and satisfaction for another. 

Additional stress may be introduced by 
opportunities for extramarital affairs. In 
a setting away from home and in a cultural 
milieu more accepting of extraconjugal 
liaisons, outer and inner prohibitions are 
lessened. Husbands who travel a great 
deal and have time on their hands are es- 
pecially susceptible. Under such condi- 
tions, the wife, too, may feel driven into an 
affair that might never have occurred at 
home. The tendency to seek extramarital 
affairs is often heightened by the aura of 
mystery and romance with which we tend 
to endow a person from another culture. 
The man may find European women more 
feminine and yielding, and the woman may 
find the European man more gracious, ten- 
der, and charming. The devastating ef- 
fects that such affairs can have upon a mar- 
riage (especially when one partner feels 
compelled to confess) are too well known to 
require comment. 
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Social Relations 


Friendships made abroad, like those 
made in the United States, are frequently 
based on social class and occupation | 
Wherever one finds a large American com- | 
munity abroad, there is a social stratifica 
tion comparable to that found at home. In 
Geneva, for example, there are four more 
or less distinct social groups. The Ameri- 
can diplomatic corps consists of career peo- 
ple and political appointees. Second are | 
those who work for international organiza 
tions, such as the United Nations, the In- 
ternational Labor Office, the World Health 
Organization, the International Red Cross, 
the World Council of Churches, and simi- 
lar bodies. Third are business executives 
in overseas branches of American firms, 
such as Du Pont, Chrysler, Esso, and so 
forth. Fourth are the academic profes 
sionals who spend a year or more at the | 
European Center for Nuclear Research 
(CERN) or the Piaget Centre d’Epistomol- _ 
ogie Génétique. 

In our experience, each of these occupa 
tional groups remains socially isolated from 
the others. The members of each group 
live in different parts of the city and sub- 
urbs, and the social life of each group has 
its own flavor. The diplomatic set is fre- 
quently engaged in entertaining or in being 
entertained. International organization 
people spend a good deal of their time : 
traveling. The business community €M 
courages the development of a little Amer 
ica, supporting the American womens | 
club, men's club, Little League, Boy and 
Girl Scouts, and Fourth of July celebra 
tions. Members of the academic profes 
sional group are the smallest in numb 
and socialize more often with host county 
nationals with whom they work. 

Friendships made abroad develop mot 
quickly and become closer than those made 
at home. This is comparable with what 
happens in any minority group in most $0 
cieties. Only when the American attempts 1 
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‘to make friends among the host nationals 
or outside his occupational sphere does he 
encounter difficulties. With respect to host 
nationals, he soon learns that there is a 
sharp difference between casual and close 
friendships. For the American, the tend- 
ency is to accept someone as a friend until 


that person proves unworthy of friendship. 


For the European it is just the reverse: a 
person must prove his worth before he can 
be accepted as a friend. To be invited to 
a European home for dinner is a rare event 
and most significant. It usually indicates 
that the invited couple has been accepted 
into an intimate circle of friends. 

One result of all this is that the American 
family abroad finds itself leading the same 
sort of social life it had at home, with the 
same limited range of people. For those 
who expected more, or hoped for some- 
thing more exciting, failure to penetrate 
deeper into the local society can be dis- 
appointing. 


Schooling and Child-Rearing 


The problems of obtaining adequate 
schooling for children of whatever age 
varies within and between countries just 
as it does within and between American 
States. In large cities with sizable foreign 
populations, private schools are usually 


. established for the offspring of foreign resi- 


dents. Although even in those cities Amer- 


- ican parents may prefer to put their chil- 


. dren into the public schools, by far the 


majority send their children to private 
facilities. In Western Europe, schools for 
American children are usually staffed by 
English teachers, who operate them in the 
English tradition, which is much more 
disciplined than is classroom teaching in 
the United States. There is also an au- 
fonomy from parental contact that many 
American mothers find frustrating. Such 
d'üsnisations as the Parent-Teacher As- 
sr em are unknown in Western Europe, 

ere parental influence on the school 
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system is minimal. Outside attempts at 
innovation are usually unsuccessful. In 
Geneva, for example, a group of mothers 
worked in vain to get guidance and coun- 
seling services into the high school. 

Another frustration for many American 
parents abroad stems from the observation 
that their children tend to be more spon- 
taneous and outgoing than the children of 
the host nationals. This may lead the host 
nationals to conclude that American chil- 
dren are undisciplined and poorly reared. 
American parents, on the other hand, fre- 
quently regard the children of host na- 
tionals as being too severely brought up and 
not having the opportunity to be children. 
There is the story of the American and the 
Swiss child attending the same birthday 
party. On return home, the American 
mother inquires, “Did you have a good 
time?” whereas the Swiss mother asks, 
“Were you good?" Such attitudes, arising 
from different philosophies of child-rear- 
ing, may produce tensions that erupt into 
unfortunate incidents. In one case, Amer- 
ican adolescents in Geneva broke some 
Coca-Cola bottles in the course of a beach 
party. The affair was “escalated” by the 
local press, which implied that American 
young people were destructive and ir- 
responsible. In France, a group of Amer- 
ican adolescents swimming in a small lake 
were almost scared out of their bathing 
suits by a gendarme firing over their heads, 
telling them to get out, and to get out of 
Vietnam for good measure. The gendarme 
did not bother to find out whether the 
youngsters had permission to swim in the 
lake. They did. 

This critical attitude toward American 
children is not limited to shopkeepers, 
policemen, or streetcar conductors, but is 
generally held even among well-educated 
host nationals. While entertaining some 
Swiss friends, one of us (D.E.) found it nec- 
essary to remove his son from the room and. 
to administer several audible slaps to the 
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well-padded derriére of said young man. 
The Swiss (graduate students) were amazed 
that an American would spank a child. It 
was hard to convince them that we were not 
exceptional parents. An example in re- 
verse happened in a restaurant. A child 
came up to one of us (D.E.) and asked to 
see his tobacco pouch. After this and the 
tobacco were shown to him and after some 
discussion of how tobacco was put into a 
pipe, the youngster rejoined his parents. 
A Swiss friend seated with us remarked, 
"It is remarkable that he has no accent!” 
When asked why the child should have an 
accent, he replied, “No Swiss child would 
be so bold!” 

Such attitudes toward American children 
are particularly distressing to their mothers. 
The clear implication is that she has not 
done a good job in rearing her children. 
Tf she, like so many American mothers 
subjected to professional fads in child-rear- 
ing, is sensitive on this subject, she may 
feel either guilty or hostile toward the host 
culture. In either case the experience is 
unpleasant, and, added to the other diffi- 
culties of living abroad, takes on more sig- 
nificance than merited. The resentment 
thus fostered may spill over into negative 
attitudes toward the host country and its 
ways. 


Housing and Household Problems 


When a family moves from one house to 
another in the United States, it usually 
takes most of its furniture and other be- 
longings. These possessions in the new 
home help counter its strangeness and 
lend an air of certainty to the new exist- 
ence. When an American family moves 
overseas, however, it is usually impossible 
to take more than clothing, books, and 
toys for the youngsters. (The exception is 
certain business firms that know how im- 
portant it is for executives to transport the 
entire household, including basement work- 
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shop. Most families have to live among. 
furnishings that are not their own and 
that may not suit their tastes. "This is es- 
pecially difficult for the wife, who misses 
the continuity with the past provided by 
her own furniture, particularly in the con- 
text of a new and strange cultural milieu. 
Having to live with furnishings selected by 
someone else is more galling than the ab- 
sence of such minor conveniences as à | 
dishwasher. 

Shopping can present problems. In 
Western Europe, meat cuts are very differ | 
ent from those in the United States, and one. | 
has to grow accustomed to ordering in terms 
of kilograms and grams rather than pounds 
and ounces. In purchasing clothing, many 
American wives find that European shoes 
do not fit and are too tight in front and too 
loose in back. These are all minor am. 
noyances, to be sure; but, in the context 
of living in a strange place away from 
friends and family, they gain in irritative | 
power. I 

The availability of inexpensive house ^ 
hold help is a mixed blessing. Most Amer 
ican families moving abroad are not ac 
customed to servants who live in and are 
sometimes perplexed as to how to treat 
them. If, as often happens, the help turns 
out to be a young girl, the family also feels 
responsibility for her. The difficulties 
posed by the girl who "lives in" are some 
times more trouble than they are worth. | 
Then, too, a mother suddenly freed from i 
her household chores may find herself with 
more free time than she can effectively fill. 
Her exasperation may then be expressed mi 
finding fault with the way things are in the 4 
house, so that an atmosphere of tension 
and hostility is engendered. 


American Identity Overseas 


For the family living overseas, the prob 
lem of American identity becomes d i 
ularly acute after the third or fourth yea" 
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This difficulty is faced most often by fam- 
ilies of businessmen, since the professional 
person seldom remains overseas more than 
a year or two. After three or four years 
away from home, the wife usually begins to 
get restless. The children are growing 
older, and she has to think about college 
and marriage. She also senses that her 
ties to the United States, in terms of friends 
and places, are weakening or are at best 
threatened by equally strong ties to people 
and places abroad. The awareness that 
some sort of decision must be made and 
that the ability to make it is, in some re- 
spects, outside of their power and belongs 
to “the company” makes these years a time 
of crisis. Once a decision is reached, some 
of the pressure is removed, and the family 
can relax and give up its efforts to resist 
cultural innovation. It is often at this 
point that the mother learns the host lan- 
guage. 

The decision to remain abroad does not 
resolve the crisis of American identity; it 
merely puts off a head-on confrontation. 
One meets many people who have lived 
Overseas for ten or fifteen years and who 
still speak warmly of “going back home.” 
There is an illusion that jobs are waiting 
when, in fact, going home becomes increas- 
ingly difficult as the years go past. Im- 
portant contacts are lost, and distance from 
the home office is not necessarily an asset. 

Even the professional person who stays 
Overseas a year or two may find that his ex- 
periences are of little value to him at home. 
Friends, as well as university or institute staff, 
may regard the time overseas as a period of 
Vacationing and sight-seeing rather than 
time devoted to serious work. At the turn 
of the century, when certain European 
countries were the leaders in science, edu- 
cation and experience abroad were an 
enormous asset. Today, frequently the 
Teverse is true. The American who obtains 
à degree at a foreign medical school, for 
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example, may be regarded as one who 
could not “make it” at home. In other 
areas of science, overseas experience may 
just as often be considered a liability as an 
asset for one’s professional career. 

For the children of parents who have 
spent much time abroad, the problem of 
American identity is compounded on being 
sent to the United States to go to college. 
Many of these young people are appalled 
by the immaturity of their freshman class- 
mates and by the anti-intellectual attitude 
one finds on too many American campuses. 
The girl reared in Europe is surprised that 
she is expected to go to bed on a date and 
that the object of dating is sex rather than 
the establishment of a friendship, based on 
common intellectual and social interests, 
that may or may not lead to something 
more physical. For the European, sex is 
not an end in itself but rather something 
that comes naturally as part of a total re- 
lationship. To adapt to American mores, 
the young person who has been reared over- 
seas must often regress to a lower level of 
maturity or retreat to Europe. 


Mental Health Services Abroad 


In Western Europe, as in many other 
regions, the major gap in professional 
services for the American family lies in 
the area of mental health. The United 
States is at present the most "mental health 
conscious" nation in the world. Parents, 
especially at the managerial and profes- 
sional level, are alert to the possibility that 
their children may have learning problems 
or emotional difficulties. ‘They are aware 
of their own mental health status. The 
pressures of overseas living often lead such 
persons to seek professional help. English- 
speaking psychiatrists and psychologists 
are available, but services for children and 
counseling on marital problems are rarely 
obtainable. "The ministerial staffs of Amer- 
ican churches in the overseas cities (to 


98 


whom such problems are often conveyed) 
are usually at a loss for referral sources. 

Even when referrals can be made, there 
is a real question as to whether cultural 
differences between patient and therapist 
do not in some ways interfere with success- 
ful rapport and communication. It may 
also be true that the kinds of problem that 
the European mental health professional 
is accustomed to handling are different 
from those brought to him by American 
clients. For example, the parents of a 
school-phobic child were advised by a psy- 
chiatrist to leave the child alone and she 
would eventually return to school by her- 
self. This, of course, is the opposite of 
what most American psychologists or 
psychiatrists would advise. Similarly, in 
the treatment of children, at least in 
Geneva, work with parents is seldom un- 
dertaken unless there is some indication of 
severe pathology. 

Considering the stresses to which Amer- 
ican families overseas are subject, the ab- 
sence of adequate mental health facilities 
constitutes a serious lack. One of the 
recommendations we would urge most 
strongly is that large firms and institutions 
sending American families abroad make 
some provision for mental health consulta- 
tion. Since the effectiveness with which a 
person performs his overseas mission is, at 
least in part, dependent upon the mental 
health status of his family, the cost of such 
services would seem to be in the nature of 
insurance of the success of the enterprise as 
a whole. 


Summary 


This brief report focuses on some of the 
problems of adjustment faced by the Amer- 
ican family abroad, with particular stress 
on the role of the wife and children. Selec- 
tion for overseas service should be based 
not only on technical skill or competence, 
but also on assessment of the family's po- 
tential for life away from the United States. 
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Although there probably is no typical 
family, we have tried to cite some of the 
mental health hazards to family adjustment 
we ourselves have observed. In our judg- 
ment, more systematic research of the prob- 
lems of the American family overseas ap- 
pears warranted. 
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Of wedding bells and apron strings 


Getting well is having a wife: at least, to a 
male psychiatric patient, it should be. 
Marriage, more than any other one vari- 
able, has consistently been associated with 
recovery from mental illness. Jenkins and 
Gurel* found that married male patients 
recovered more rapidly than single pa- 
tients. Lindemann et al? reported that 
marriage was related to short-term hospital 
stay. Early investigations by Freeman and 
Simmons? and by Dinitz et al* demon- 
strated different levels of post-hospital ad- 
justment between married patients, living 
with their spouses, and single patients, liv- 
ing in their parental homes. Although 
the married patients made a better com- 
munity adjustment, they had a slightly 
higher rate of rehospitalization. One can 
argue that many married males might 
never have fallen into the hands of psy- 
chiatry if it had not been for the "little 
lady" in the first place, or, on the other 
hand, that sick little boys have no affinity 
for marriage. 

If getting well is a wife, what is a mother? 
Mothers were wives; wives become moth- 
ers. Perhaps, after all, that is what good 


Oe 
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A study of relatives’ attitudes 


schizophrenese is made of. Mothers have 
not, psychodynamically, been treated as 
kindly as wives. Fromm-Reichmann 5 went 
so far as to label some mothers "'schizo- 
phrenigenic" to describe the injurious ef- 
fect they had upon their children. 
Relatives, particularly mothers and 
wives, play a vital role in the treatment s 
psychiatric patients. Federn? expresse 
the view that no patient could be cured 
unless his family wished it. Unfortunately, 
this wishing is not easily assessed or meas 
ured. That which is externally expressed 
may not be that which is internally in- 
tended. How does this split communica 


tion affect the patient? Are signals sent by | 


mothers and wives significantly different? 
If marriage tends toward mental health, 
wives might be expected to exhibit more 
positive attitudes. To test this iat 
the attitudes of a group of mothers am 
wives of rehospitalized mental patients 
were analyzed. 


Method 


Seventeen mothers and 17 wives of schizo- 
phrenic patients were studied. The ba 
for selection was whether the patient ha 
lived with his mother or wife prior to 1€ 
hospitalization. Contacts were made at 
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Relatives’ attitudes 


the time the patient was readmitted to the 
hospital. 

Background information was obtained, 
and patients were rated on the Brief Psy- 
chiatric Rating Scale (BPRS)* to deter- 
mine the degree of pathology present on 
readmission. 

Information from relatives covered such 


items as the degree to which the patient's 


illness interfered with family relationships, 
daily activities, or employment; the nature 
and severity of his illness, causative factors, 
and estimates of required length of hospi- 
talization; and the symptoms he displayed 
prior to readmission. 

On the basis of these responses, three 
social workers were asked to make an over- 
all judgment of either a positive or nega- 
tive attitude for each relative. Cases were 
disguised so that the raters were not aware 
whether responses had been made by a 
mother or a wife. These ratings were cor- 
telated with the patient’s degree of illness 
and with selected background factors. 
Data were analyzed to see if certain state- 
ments or feelings were characteristically 
expressed by either group. 


Results 
Attitude ratings 


There was a trend toward wives’ having 
More positive attitudes; there were, how- 
dnd statistically significant differences 
Bener of positive and negative 

udes in the two groups. Table 1 sum- 
marizes the judgments made by the three 


R TABLE 1 
hree social workers’ ratings of 
relatives attitudes 


me sn. Mothers Wives 
ositive Negative Positive Negative 
: 7 10 8 9 
3 6 n 9 8 
8 9 6 il 
Totals 27 30 33 E 
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Degree of “pathology” on 
readmission 
GENA AA Fi cups, 
“Pathology” 
scores Sons Husbands Totals 
simian st ASS ey eo 
High range 6 0 6 
Medium range 11 12 23 
Low range 0 5 5 
Totals T7 T En 
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social workers regarding the overall atti- 
tudes of the 17 mothers and 17 wives of the 
schizophrenic patients. 


Symptom rating 


A positive correlation existed between 
the symptoms reported by relatives and 
those obtained from the BPRS at the time 
of readmission. Relatives were highly ef- 
fective in reporting symptomatology. 
‘Though mothers and wives had essentially 
the same attitudes, the husbands and sons 
(objects of these attitudes) were signifi- 
cantly different in the degree of pathology 
they exhibited. As can be seen in Table 
2, the sons were much sicker. 


Characteristic attitudes of the groups 


Mothers tended to attribute illness more 
to mental and “nervous” etiology whereas 
wives ascribed it more to physical and en- 
vironmental problems. Not one of the 
mothers, but 41 per cent of the wives, men- 
tioned idleness as a precipitating factor in 
the illness. Wives were more optimistic 
concerning the outcome of previous hos- 
pitalizations; all of them reported the pa- 
tient had made some degree of improve- 
ment from previous treatment. Slightly 
more of the wives than mothers held higher 
expectations for the patient’s post-hospital 
performance. There were no differences 
in the responses of mothers and wives con- 
cerning the degree to which the patient's 
illness interfered with family life and daily 
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activities. In addition, there were no dif- 
ferences in the degree to which they 
thought the patient should be sheltered or 
protected; about half in each group be- 
lieved that the patient should be closely 
supervised. 

From the comments made, mothers' 
statements were more “pathology-centered” 
and suggested interpersonal problems of 
their own. Comments of the wives were 
focused more on responsibility and en- 
vironmental problems. For instance, one 
mother commented: "His trouble began 
when he married. No one could get along 
with her. He had to stay up half of the 
night watching her, so she wouldn't run 
off with some man." Another mother re- 
ported: "My son and I lived together until 
recently. His doctor told him to separate 
from me and get out on his own. He got 
a room. Therefore, I was not living with 
him when he got sick this time. I was in 
touch with his landlady every day. When 
she told me he was sick, I brought him 
home. I have very little income. He was 
completely helpless, He wandered around 
all night, and once he threatened me with 
a hammer. Another time he left marks on 
my neck. I was afraid to go to sleep and I 
had to work the next day. Maybe they can 
straighten him out, so he can come home 
soon", 

A wife said: "I don't feel my husband is 
trying to help himself. He expects every- 
one to do things for him and shuns all re- 
sponsibility. He can't depend all his life 
on drugs. Our son needs a father. I shoul- 
der all the responsibility for him, but this 
is one thing I can't manage." Another 
wife stated: "I think when he gets into one 
of his moods, he should return to the hos- 
pital. Most places won't hire him because 
of his condition. We can't live on what he 
gets from his pension. That is when he 
gets worse . . . when there is no food in the 
house and there are bills to be paid.” 
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Discussion 

The fact that sicker patients lived with 
their mothers is further supported by the 
findings of Simmons and Freeman.’ This 
could be interpreted to mean that mothers 
are more tolerant than wives of deviant 
behavior. This, in itself, suggests differ- 
ences in attitudes of mothers and wives. 
That mothers more often recognized the 
"psychiatric" nature of the patient's illness 
may only reflect the fact that these patients 
were sicker and that, therefore, their symp- 
toms were more easily recognized as mental 
illness. Or, it could indicate the wife's 
lack of knowledge about the patient's 
earlier emotional problems, and may ac 
count for the fact that 41 per cent of the 
wives cited idleness as a causative factor. 
On the other hand, this attitude probably 
is more of an expression of the wife's con- 
cern over the environmental problems of 
running the home and caring for the chil- 
dren, with little financial or emotional sup- 
port from the husband. i 

It is easier to speculate on causes of dif- 
ferences in attitudes than to account for 
similarities. Perhaps schizophrenic pæ 
tients choose wives with personalities like 
those of their mothers. The data suggest 
this. Additional investigations, with a con- 
trol group of normal subjects, might help 
to define this further. 


Summary 


The attitudes of mothers and wives of 1€ 
hospitalized schizophrenic patients were 
studied. Three social workers independ- 
ently rated each relative for positive OT 
negative attitudes, About the same num 
ber of positive and negative attitudes wet 
rated in each group. Data on the patients 
revealed sicker patients living with their 
mothers. This suggests that mothers ar 
more tolerant of deviant behavior. Analy- 
sis of comments made by each group 


d mothers to be more preoccupied 
“pathology” and interpersonal prob- 
"Whereas wives were more concerned 
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The double life of the commuter 


The student going off to college is like 
someone carrying a pot of boiling water 
across a rickety bridge in a windstorm. He 
is likely to get burned; getting across seems 
always in doubt; and his speed, though 
highly valued by onlookers, is totally un- 
predictable, 

The college student at age 17 to 19 is, 
because of age alone, supposed to be ready 
for a major step toward independence. 
This is appropriately noted by graduation 
from high school. The process of working 
out new and revised family relationships at 
this stage stimulates conflict and friction 
and provides opportunities for heightened 
growth experiences, 

The student who leaves home to attend 
a residential college goes through a rite-of- 
passage that demarcates his new status. 
His parents have a period of anxiety, 
planning, and doubting; but, when the 
student is escorted to train, plane, or dor- 
mitory, the appropriate things are said, 
and the necessary tears are shed; and, 
finally, the student is on his own. He now 
has an opportunity to check and strengthen 
his independence skills. When he arrives 


Mr. Schuchman is a psychiatric social worker at 
the University of Illinois Student Health Service, 
Chicago, Ill. 
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college student 


home three months later, for Christmas 
vacation, he is a separate individual and 
usually relates to his parents and siblings 
on a new level. He often receives a newly 
won respect as one who has left the nest 
and made good out in the world. 

It is different with the commuter stu- 
dent who, living at home, is still involved 
with family activities. The lack of dif- 
ferentiation in this progression from high 
school to college-while-at-home has de- 
prived his parents of any event or rite to 
mark the transition of their offspring to 
adulthood. The parents tend to retain 
the same concerns over their child’s health, 
grades, social contacts, recreational activ- 
ities, and bedtime that they showed 
through the preceding years. They con- 
tinue their attempts to know what their 
offspring is doing and with whom, what he 
does with his money and so on. They con- 
tinue to expect him to do the same chores 
as he did in high school and to remain 
obedient, available, and compliant. He is 
usually dependent upon his parents for all 


or part of his expenses, doled out daily or 


weekly. It is hard to assert independence 
and find a separate identity while under 
daily scrutiny of one's parents.* 


*In the William Alanson White Institute project 
on college dropouts, a high proportion were found 


BS Cou ee eeere7em0——— L0 (n3 00073770. MEMENSVUMECO IO 0— voc | at. ee 


The commuter college student 


The lack of a rite-of-passage robs the 
student of an acceptable landmark from 
which to measure progress. He knows he 
can't continue to tell his parents every- 
thing and to do all the chores and accept 
all the controls he did in high school. Yet 
he feels unable to ignore his parents or to 
assert his separate individuality. He is 
still in their home and dependent on them. 
Also, he does not want to hurt his parents 
by disagreeing with them or seeming to 
reject them. These feelings may propel 
him into crisis. 

School problems at earlier stages are 
recognized as symptoms of family dis- 
turbance. But there is an increasing ten- 
dency through the years to view the stu- 
dent as an isolated personality. By col- 
lege age, the family seems to have dropped 
out of consideration, either because of the 
strong tendency in mental health settings 
to see the individual from an intrapsychic 
viewpoint, because the student is seen in a 
residential school living away from his 
family, or because we become enmeshed 
in the student's attempts at independence. 
In a commuter college the family nature 
of the student's problems is more readily 
seen, Our focus on the commuter student 
may help to readjust this imbalance, since 
the parents are immediately available to 
us. 

. The presenting symptoms are the same 
in both residential and commuter students: 
apathy (nothing matters, inability to 
Study, agitation, restlessness, and fear of 
failure. Further exploration with the stu- 
dent reveals concerns about academic abil- 
ities, discomfort with peers (often of either 
Sex), generalized fears of inadequacy, iso- 
lation, and heightened sex sensitivity. And 


pue immature, dependent, and bound to their 
AMA Half of those who responded to the Insti- 
* offer of help had attended college while liv- 
i at home. (Levenson, E. G., and Kohn, M.: 
NTAL HYGIENE, 49:413 (July), 1965). 
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then there are family-bred confusions, 
anxieties, and fears. 

From the viewpoint of family and cul- 
tural background, the students coming to 
our commuter college are from two rela- 
tively distinct segments of the community. 
One group consists of those for whom col- 
lege is intended to maintain and reinforce 
the family economic and social status. The 
parents are college graduates or have had 
some college experience, or their economic 
status is sufficient to have provided the 
student with many enriching experiences 
and material benefits. These students 
face pressures and expectations, usually 
subtle, that can lead to a crisis as to where 
they are going in life. Research? indi- 
cates that middle-class families want their 
children to be eager to learn. They ex- 
pect their children to be intellectually 
curious, and they are oriented toward jobs 
that deal with people and require self-di- 
rection. 

The student who comes from this kind 
of family is propelled into college because 
this is what his parents have always ex- 
pected and he has always accepted. Col- 
lege is an inevitable consequence of this 
kind of orientation. Now he wonders 
whether he wants to be in college. He 
wonders whether he really wants to be a 
lawyer like Dad, or an architect, to be dif- 
ferent from Dad. Is college necessary at 
all» How can he escape the pressure of 
parental expectations? What does he 
really want? 

Louis expressed the feeling that his parents’ 
whole life was loaded on his shoulders. The suc- 
cess of their lives rested on his success. He felt 
that he owed them everything and therefore had 
to go along with their expectations. There had 
never really been any definitive discussion of his 
future, but college had always been part of it. 
His father was an engineer and his mother, a 
teacher. He couldn't conceive of taking a summer 
off to “goof around" or “bum” the countryside on 
a scooter, though both were highly attractive to 
him. Because he anticipated parental disapproval 
he was unable even to suggest these as possibilities. 
Instead he used every ounce of energy fighting a 
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leaden apathy and disinterest in classes, school, 
people, or life. He came to the University of 
Illinois Student Health Service without hope for 
himself but under pressure from a friend whom he 
saw as having been “liberated” by therapy. 


Middle-class families operate on the 
principle that children should love their 
parents and confide in them. The parents 
have some concern for, and knowledge of, 
internal dynamics. The student, however, 
finds himself unable to confide in his par- 
ents as they might expect, because his as- 
sertion of independence is based upon 
being his own man, making his own de- 
cisions, and showing his own strength when- 
ever possible. His inability to confide in his 
parents makes them feel disappointed and 
angry. 

Students suffer because their fears, anx- 
ieties, and doubts cannot be shared. Com- 
munication with the family has often been 
minimized or has shrunk to a meaningless 
formality. Students fear that they may let 
their parents down, or that the parents 
will not understand their desires, questions, 
and concerns. Others feel unable to speak 
with their parents because they may lose 
control and in anger say things that might 
lead to rejection or punishment. 


Nancy had always been obedient and had tried 
to please her parents. Despite this, her father 
constantly battered her self-esteem with cutting, 
sarcastic comments. His insistence that she go to 
ollege so that she could be independent was as 
rm and forceful as his deprecating comments. 
Her mother was equally demanding though much 
less overtly hostile. Nancy’s anger at her father 
for tearing her down and at her mother for not 
protecting her was a tremendous burden. She 
felt she could not stand up for her own opinions 
and ideas because her father would "kill me or 
kick me out of the house, and then what would I 

do?" 


These questions usually come to a head 
by midterm: Anticipating failure, students 
come for help, agitatedly or apathetically, 
just prior to midterms. Although the 
presenting symptom is a personal, appar- 


' part of the city's past. 
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ently intrapsychic, cry for help, we usually 
find the family lurking just off stage. For 
some students the problem derives from 
fear of parental reactions; for others, the 
tarnished self-image proves frightening. 
Many students are aware of their striving 
for independence. They don’t want mother 
checking up on what time they got home 
last night or father badgering them to mow 
the lawn. They don’t want to account for 
each penny spent or feel embarrassed about 
bringing some friends home for cards, 
dancing, or a bull session. 

The second group of commuter students 
comprises those from working-class fam- 
ilies, often with restricting religious and 
ethnic traditions. At the Chicago Circle 
Campus of the University of Illinois, for 
example, the situation is clear and straight- 
forward. This new campus rises amid 
former slums which, in part, it replaced. 
It is still surrounded by areas long occu- 
pied by most of the ethnic, religious, and 
racial minorities that have been a vital 
The University 
draws a high proportion of its students 
from Polish, Lithuanian, Jewish, Negro 
Greek, Italian, Mexican, Ukrainian, and 
other groups for which it has now become 
the doorway from the ghetto to the world. 
To a large extent, these groups have kept 
their faces turned inward and toward the 
past. The higher level of family income 
in recent years and the greater availability 
of college resources in the city have helped 
inject into these young people the same 
interest and hopes about college that have 
seized the community as a whole. 

Some students from working-class of 
blue-collar homes have never been em 
couraged to fecl that college would be 
either available or necessary for them. 
However, they, too, have been swept up by 
the interest and anticipated rewards of col- 
lege and find themselves in increasing num- 
bers at the doors of our colleges. The 
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greatest. numbers enroll in commuter col- 
leges, where the tentative investment of 
money and hope seems best protected. 

The families from which these students 
come retain a close attachment to the ex- 
tended family and to familiar ideas and 
ways of doing things. They want their 
children to conform to externally imposed 
standards; to be neat, obedient, and re- 
spectful; and to please adults. On their 
jobs, they tend to need structure and di- 
rection for security.* 

The student who goes off to college in 
the morning from a working-class family 
steps into a world that is most unfamiliar, 
and may return each afternoon to a home 
that is antagonized by his physical and 
ideological departure. Assimilation of 
college manners and mores causes an upset 
in family homeostasis not found in the 
middle-class family. 

These students of minority and eco- 
nomically lower-class origin are trying to 
change their family’s occupational, eco- 
nomic, social, and/or religious Status. 
Thus, they tend to carry special burdens 
into college? with them. Certain conflicts 
arise more readily in such soil, and fam- 


ilies place a variety of obstacles before the 
students, 


i Sam involves a sacrifice financially, not 
it n ecause of the cost of school, but also because 
prives the family of the youth's income. 
p student's aspiration toward a change of 
m iid threatens parents and causes separa- 
[e UE. student and parents, which, in turn, 
Fon additional tensions and pressures. 
Bre one or both parents are "against 
ena A fathers are threatened by children, 
Dv n. ns, who get more education than they 
ds mr at home means involvement in day-to- 
Mott SIS Ve. The student is expected to 
lisi SE chores similar to those of earlier years; 
tiaditio pected to participate in family functions, 
5 ns, and affairs. 
E: 5 e student is usually dependent, in whole 
Àt best upon the family for financial assistance. 
st he feels compelled to repay his parents by 
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extra chores and high grades; at worst, by com- 
plete obedience and compliance. It is difficult to 
disagree with a parent from whom you must ask 
carfare or spending money later on in the day. 
The financial tie inhibits emotional independence. 
Many students feel they can never argue with a 
parent, Some feel they have to repay the parents 
for the rest of the parents’ lives. 

6. Parental expectations tend to remain frozen 
in certain critical areas. They expect to know 
where the student is, what he’s doing, and whom 
he is with; and they insist upon his being at home 
by a given hour. "There is frequently little toler- 
ance of the student's need for quiet and for late 
and irregular hours at times, and of his need for 
recreation at other times. 


Some examples may better illustrate these 
conflicts: 


Dorothy was the third of four daughters. Her 
father was a delivery man for a dry cleaner. His 
overtime pay helped the family to live reasonably 
comfortably. His long hours made him an absent 
family member. Dorothy's older sisters had both 
married men whose job status was similar to the 
father’s. Dorothy’s mother resented her hours 
away at school and Dorothy's unavailability for 
household chores. She constantly made demands 
on Dorothy, checked on her activities, and re- 
minded her that she owed some work around the 
house because she was not bringing in any money, 
The mother frequently reiterated her evaluation 
that Dorothy was a “black sheep” and wouldn't 
amount to anything. She feared the younger 
daughter would be led astray by Dorothy's ex- 
ample. 

Arthur lived with his mother, a depaxtment store 
derk, and a younger brother, still in high school. 
His father (who had died about three years before 
Arthur came to college) had been a factory worker. 
His mother was not interested in anything Arthur 
did on his own. She resented his ideas, which she 
could not understand, and felt he was foolishly in- 
fatuated with being “a big shot.” His activities 
with friends made her angry because she felt they 
were “rich kids” who would never really accept 
Arthur and that he would get his “comeuppance” 
when they dropped him at their convenience. She 
would listen to his phone conversations with 
friends and make loud, disparaging remarks that 
angered him to the point of violence, which he 
internalized. There was no privacy in their tiny 
apartment. The mother insisted on purchasing 
his clothes; and, since he couldn’t contain his 
anger, he allowed her to shop for them alone. He 


108 


felt himself a misfit since mother's taste was old- 
fashioned. She insisted on his accompanying her 
on visits to family and to certain church activities. 


The things that now prove to be ob- 
stacles may have been supports up to this 
time. The close family and ethnic or re- 
ligious ties provided dependency gratifica- 
tion, emotional support, and ego-building 
experiences. It seems likely that they 
would have caused little friction had life 
gone on in the old patterns. 

The old patterns are not only ethnically, 
socially, and. economically stabilizing, but 
they also maintain the family homeostasis. 
This conceptualization of total family re- 
lations, function, expectations, and regu- 
lation on both conscious and unconscious 
levels has been explored by Jackson * and 
Scheflen.[ From the viewpoint of family 
operations necessary to the maintenance of 
homeostasis, the student's involvement in 
college is a removal from the family that 
might be responded to by resistance or by 
some overt disturbance in another family 
member. 

When the student's involvement in col- 
lege meets the conscious and unconscious 
needs of the family, there is less friction. 
That this occurs frequently is attested to by 
the fact that so many college students 
achieve satisfactorily, meet their academic 
goals, and have no serious conflicts. 

In families that react with covert re- 
sistance to the student's college involve- 
ment, his proximity in the home, his finan- 
cial dependence, and the unbroken chain 
of emotional and activity habits give the 
parents limitless opportunities to attack 
the student-college relationship. This can 
be done by withholding money; by keep- 
ing television on when he wants to study; 
and by creating scenes about "dating," 
hours, chores, attendance at family func- 
tions, and myriad daily events. 

In our clinical experience, a sizable 
number of students who are having aca- 
demic or social difficulties also reveal some 
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crisis with a family member. Our im. 
pression is that marital conflicts cause the 
most frequent crises, and that the greatest 
conflict is with the parent of the same sex. 

The student's separation from the fam- 
ily patterns creates in him a web of guilt 
that may be suffocating and seemingly 
inescapable. Students say: “My father 
wouldn’t stand for it,” or “It would kill 
my mother,” when they participate in nor- 
mal college activities, 

Upon entering the university, students 
are exposed to many new people, new at- 
titudes, new ideas, new ways of behaving. 
The amount of resiliency needed to adapt 
creatively to this new situation, without 
loss of individuality or without confusion, 
should not be underestimated. Many stu- 
dents lack such resiliency. Their upbring- 
ing has not fostered breadth of approach 
or encouraged them to seek new expert 
ences that would develop an adaptive skill. 
Many students have been reared in a re 
pressive, rigid atmosphere, sheltered by the 
roof of religion above and by ethnic or 
economic walls all around. Their adap- 
tive skills are directed toward concrete sit- 
uations rather than concepts, ideas, or Te- 
lationships. - 

Facts, ideas, and attitudes presented du 
college often seem antithetical to family 
teachings. Since the student often cannot 
discuss these at home, the chasm widens, 
and the student almost lives a double life. 
To be a "good child" at home he must 
segregate and keep secret the college 
learned attitudes that would severely upset 
his family—hence, the compounding of 
identity crisis. He needs to decide which 
way to go to develop his own concept of 
right and wrong, how far to follow the col- 
lege model and how much of the home 
model to keep. Choices and decisions até 
based upon a complex of factors that seem 
inevitably to separate the student from his 
family. 

The student in a residential school 
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The commuter college student 


largely avoids such conflicts since his entire 
effort and time are focused around school 
and campus even if he works part time. 
The commuting student must daily face 
the dilemma of choosing between home 
and school The more he is committed 
to home because of dependency or be- 
cause of rewarding social and religious 
tes, the more difficult the struggle be- 
comes. If the other students, the faculty, 
the school, and the subject matter are all 
very different from the student's experi- 
ence, the tendency is toward withdrawal 
from all but the necessary and required 
school contacts. The feeling of being 
“different” cannot be overcome readily by 
many students. 

During college years, students trade 
adolescent roles for adult roles. This in- 
volves a struggle to devise a new set of 
values out of the old. When the old 
values and roles brought from home vary 
markedly from the new ones presented in 
college, the “value shock" and adaptive 
task are greatest. The student from a 
Working-class family who has developed in 
a limited or partly closed social-economic- 
educational-ethnic environment has the 
duet adaptive task. He is usually least 
o pped to handle the task and in need 
2 es supports and assistance. The 

udent from a middle-class, non-minority- 
a finds a smaller gap between 
m Aus leaves at home and what he finds 
Bc ege; and the adaptive task is less. 
flic ay, however, be faced with other con- 
in i noted earlier, and therefore also be 
es of help in order to ensure con- 

cud use of his college experience. 

takin ents are usually aware of the changes 
* “ave place within themselves, though it 
in vague feeling for many. Charac 
dosis "à the residential student who 
ae imself with college ways may not 
ic. the changes until he returns 
a A the end of the school year. He 

eels the difference from his family- 
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The family, too, is aware of how much he 
has changed or “grown-up.” The com- 
muter student has an exquisite awareness 
of changes because he gets reflections from 
his family on a daily basis. Changing, in 
the face of family demands for sameness 
and stability, causes much unrest in stu- 
dents. They are upset by the changes they 
see in themselves and struggle to make 
sense out of them. Parental questions and 
demands become harassment, difficult to 
deal with and impossible to ignore. 

The student from a middle-class or pro- 
fessional home feels comfortable with the 
instructor, whose attitudes and behavior 
are similar to those experienced in the 
home. The whole college experience is 
more ego-syntonic, and the values and 
forms of behavior are familiar. The 
ethnically or economically marginal, as- 
piring student has a greater feeling of 
strangeness to overcome and must learn 
new concepts, new behavior, and new at- 
titudes. The process of changing status 
can be traumatic. 

Entrance into the university demands 
much flexibility and strength. It coincides 
with growing urges for independence, with 
social and sexual maturity, and with the 
need to make or find a place for oneself in 
society outside the home. 

The generation now entering college has 
often been propelled by the idea that a col- 
lege degree is needed if one is to be assured 
of a reasonable standard of living. The 
myth runs something like this: "If you 
don't go to college, you'll end up digging 
ditches, if a machine hasn’t beaten you to 
the job.” If the parent is a semiskilled 
worker, the threat of a standard of living 
and a status as low or lower than that of 
the parent is a significant force. 

However, deciding what to study, what 
career to settle on for life, is most difficult. 
Generally, students have had little ex- 
posure to the possible variety of careers. 
The route to the career may not be clear 
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in the college catalogue. Those who have 
a parent or close relative in a profession 
may develop ideas of what they want to be 
—or what they don't want to be. Others 
depend on often less-than-adequate con- 
cepts of a profession derived from mag- 
azines, television, and similar media. These 
are not good bases for choice. 

Universities tend to exacerbate this con- 
fusion over career choice and the resulting 
anxiety because of their pressure to choose 
a “major” upon entrance to save time and 
avoid taking extraneous courses. The 17- 
or 18-year-old is thus pressed to make a 
decision for which he is not equipped. 
Once made, the choice is frequently a tre- 
mendous burden since a change in the 
major subject of study may necessitate ad- 
ditional courses and extend the period of 
schooling and enforced dependence. 

The faculty in an urban university is 
hard put to provide some models for the 
students. Classes are too large. Half of 
our students work while attending col- 
lege. They are restrained, partly by pres- 
sure of time, from attempting to have con- 
tact with the instructor except at times of 
crisis. Students also have responsibilities 
at home, demands made by parents, 
friends, and activities in their home neigh- 
borhood. How much the contrasting life- 
styles of faculty and student discourage 
mutual participation in the educational 
process is a question demanding explora- 
tion. The student tends to sit through 
classes and to leave the campus promptly. 
Special afternoon convocations and extra- 
curricular activities are sparsely attended, 
and even social affairs may bring out only 
a small group on a week-end evening. 
School is again juxtaposed against home 
and neighborhood. 
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The student so propelled into a new 
life-space faces adaptive problems. The 
commuter college student each morning 
launches forth into another world to deal 
with its problems for several hours, and 
then returns to the old world each evening. 
The dangers of maladaptation and aliena- 
tion from one or both worlds are very real. 
Students need help in dealing with these 
conflicts, for they do not want to give up 
one or the other. 

Much has been written about the prob- | 
lems of college students. To a large extent 
these publications deal with students in 
private colleges and universities. Scant at- 
tention has so far been given to the com- 
muter college student. Our studies to 
date indicate that the urban commuter 
student comes to the adolescent condition 
with a qualitatively different frame of 
reference from the residential college stu- 
dent. His conflicts seem more severe and 
have more realistic immediate complica- 
tions. He presents a special challenge to 
the faculty and administration of the 
urban university. 
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The conflict of generations in 


What is the role of significant adults in the 
lives of adolescents as this is translated into 
the therapeutic situation of college coun- 
seling? One aspect of this role is the 
counselee’s use of the therapist as a signifi- 
cant-other, to whom he has chosen to relate 
p his working-out of identity problems. 
nother aspect is the questionable degree 
of awareness of (and, too often, the degree 
Nen from) the role of significant- 
i er on the part of the therapist, and 

ome of his reasons for this. 
eae transitions, change of status 
ey an 7 d to adult, continuity-discontin- 
to and generation conflict are not unique 
civilization as we know it. Indeed, 
b work in anthropology suggests that 
ài rose is a more or less critical period 
all cultures, What is unique is the 
ed prolongation of the crisis years of 
rapidly n spawned in a complex and 
The 4 anging mass technologic culture. 
E. explanation is that a longer 
is ee ie is needed to take one’s place 
beh mplicated culture and hence that a 
ee prolonged adolescent or matura- 
iia. a. is a requisite to successful 

a nctioning. 

4 uad is a hidden contradiction in- 
ted in this argument in defense of 
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the long-drawn-out years of “adolescent” 
crisis. The contradiction is this: the time 
for learning is insisted upon, but important 
components of that learning are not really 
allowed in that time. On the contrary, 
there is an abeyance of learning-through- 
living structured into the college years. In 
the main, we are working here with young 
people to whom society gives the message: 
You have only a very limited, highly spe- 
cialized transition period now, a formal- 
ized extended period of time during which 
social responsibility is limited to an in- 
stitutionalized “half-way” house, the col- 
lege or university, and not to the larger 
culture beyond this “age-prouped” confine. 
We have an academically structured mora- 
torium, which increasingly is being ex- 
tended to include the fifth year of college 
at the oldest echelon at the same time as 
the base is broadened by the growing net- 
work of junior colleges at the younger 
echelon. The college atmosphere, its rules, 
mores, administration, and faculty all 
combine to communicate a contradictory 
message: You are free, and yet you are not 
free; you are responsible, and yet you are 
Repth OS enn 
Dr. Barrett is professor of Sociology, Scripps Col- 
Jege, Claremont, Calif. 


112 


not responsible—or, now that you are a 
big boy or girl, do as I say! 

These nonsequiturs are not lost on the 
student, struggling as he is for his inde- 
pendence and integrity. He has already 
gone through this. He has not only com- 
pleted his physiologic adolescence, but is 
supposed to have completed his emotional 
and psychologic adolescence as defined by 
his culture in the institutionalization of 
the public secondary schools! He is sup- 
posed to have achieved, almost by defini- 
tion, “a sense of wholeness, a sense of inte- 
gration, of knowing what is right and what 
is wrong and of being able to choose.” 2 
Yet now on a more sophisticated, philo- 
sophic level, the ambivalent environment 
of college may reactivate and prolong his 
own ambivalences of earlier adolescence. 
These ambivalences swing around the 
desire to be both dependent and free. Alma 
mater becomes for these students quite 
literally in locus parentis. And this is not 
only the Latinization, but also the deper- 
sonalized institutionalization, of the par- 
ents. As in infancy, and again at puberty, 
the whole scene of protest, submission, 
painfully developing freedom and respon- 
| sibility is re-enacted for the third time, 
only now on the college scene against an 
academic backdrop. Most who come for 
ollege counseling are working with one 
spect or another of this conflict, 

College is a critical period for the mid- 
dle-class and middle-class-oriented young 
people who form the bulk of the college 
| Population. Until then, throughout their 

earlier years, the family has given some 

modicum of security by somehow taking 
| care of its children and shielding them 
| from "the worst in the larger world out 
there." "The family has also inculcated the 
idea of punishment and reward, that one 
succeeds if one is good (or at least good at 
succeeding, whatever the "angles"). 

But now, the adolescent learns something 
different from what he was taught in child- 
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hood. He learns simply by experiencing 
his life as an adolescent, that is, by being 
in the world of his peers and experimenting 
with the greater independence that the 
culture either permits or cannot any longer 
bar him from. He learns that what his 
parents, his teachers, and his subculture 
have told him is not necessarily so. He 
learns that good is not always rewarded and 
evil punished in a most just of all possible 
worlds. He learns, on the contrary, that 
the uncontrollable variables in life are 
frequently its predominant ingredient. He 
learns that for sizable periods of time there 
is much luck, good or ill, determining 
man's fate in the universe. He learns that 
the unveiled life situations of adults near- 
est him are generally as good a verification 
as any (and a more painful one to accept 
than most) of his newly formed observa- 
tions of the often treacherously unpredicta- 
ble outer world. 

This is not only the first generation, this 
is the first world population that must live 
with the possibility of total annihilation. 
Much of the time, so that one may function 
in daily tasks, the helplessness and anger 
resulting from this threat are blocked out 
by relegating it to the same category of 
inevitability as "natural" disasters (or Acts 
of Godl). But there are other times (as the 
resurgence of student social commitment 
attests) when the urgent questions of one's 
meanings are fearfully underlined by the 
world's chaotic ambiguities. It is not only 
convocation speakers and class valedic- 
torians who make this point of the pos 
sibility of total failure. It is a lurking 
knowledge of this overwhelming possibil- 
ity, combined with the realization that he 
had nothing to do with it, that gives à 
special emphasis to the adolescent's ob- 
servance that the god of his childhood, the 
adult, the parent, has feet of clay. For à 
while, the whole idol may crumble with 
its obvious symbolism of death, aliena- 
tion from life. (The way to compassionate 


Conflict of generalions in counseling 


understanding of the common plight of 
both generations is hard won in the face of 
so devastating a heritage.) 

Where, then, to turn? Who, then, to 
emulate? How, indeed, to grow up into 
humanhood when there seems to be no one 
around to pattern after, to aspire toward, 
to idolize? It is at this point so often 
that the emotional diffusion and turbu- 
lence of adolescence (that in adults consti- 
tute “psychotic” behavior) often occur. It 
is here that the questions are asked: Who 
am I? What shall Ido? How can I be— 
or shall I? It is no accident that the sui- 
cide rate among college students is double 
that of the general population.* And so 
the adolescent presents himself for coun- 
seling or, more literally, he seeks urgently 
all the help he can mobilize for the pursuit 
of a "who" to be. Hamlet's desperate 
question was not a private one. 

There is one significant difference from 
the adult who is in therapy: the young 
Dus does not have as much self yet to 
» , to uncover, to set free, to release from 

rs repressions, defenses. His is in this 
sense a different kind of problem. He 
seeks a teacher to help him to become, 
help him to learn, help him to grow to be 
En He seeks a human bridge to his 
x adulthood. `The task of neither stu- 
i therapist is made any easier by 
Dn E the fact that the significant-other 
Uie i at precisely that time in his life 
is e young person has lost his con- 

Jr pd faith in adults as teachers. 
s pn a not only the desperation and 
ans culty of the therapeutic learning 
em lies also, if it can only be 
y bid. E great opportunity. The 
TA adolescent is in a profound sense 
pass * ere are no teachers; there are only 
mis together, for that is what true 
aoe is. Whether it be via therapist, 
eine or classroom teacher, the 
differe = is simply the inspiration to pool 

questions, different knowledge, dif- 
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ferent experiences, together, and come out 
each different from before. What is accom- 
plished surely is that alienation, distrust, 
disillusionment, broken faith, all are re- 
built through the actual establishment be- 
tween two human beings (one with a par- 
ticular kind of training) of a genuine, 
deeply caring, continuing encounter. To 
the extent that commitment to humanity 
through the commitment of two human 
beings is established, healing begins. The 
way to health opens with the growing into ` 
one’s humanness, whatever, in detail, that 
may be for each individual. 

Why, then, is something so simple at 
once so complicated as to be not so often 
beyond the comprehension of the patient 
as beyond the comprehension of the thera- 
pist? Because the bewilderment of the 
adolescent is only the shattering first aware- 
ness of the dehumanization of the predom- 
inant values of the culture in which he 
finds himself. His good fortune is the 
very shock of this first encounter. As the 
false vision collapses, new vistas of pos- 
sibility stretch ahead. The counselor, on 
the other hand, has either accepted and 
internalized these values over the years, or 
supplemented them, turned them into 
something viable for himself, ie, “I am 
in a helping profession; I am paid in cash 
and status for the job of treating; I am 
healthy because I accept these values and 
live comfortably able to ignore what I can 
do nothing about" (whatever definition 
unique to the individual therapist this 
may be given). 

Many therapists 
lief that they have 


find security in the be- 
the techniques to work 
a cure upon the young person by manipu- 
lating him back to health. It is worth 
considering in what respects all too much 
therapeutic counseling has internalized the 
whole subjectobject relationship of goal 
achievement into therapy itself. To what 
extent is the patient considered an ob- 


ject to be treated, handled, manipulated, 
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fixed, cured—or studied? The existential 
psychologists and the ego-psychologists 
have come to grips with just this. And 
experience emphasizes that young people 
know, without knowing, when their thera- 
peutic relationship is a subject-object one. 
They need, without being aware of their 
need, a genuine, continuous, human en- 
counter very, very much; what they are 
seeking, at the counseling center, con- 
sciously unaware of it though they may be, 
is help in growing up human in order to 
avoid the leveling-off into the life of quiet 
—or not so quiet—desperation that they 
sense in the culture beyond the college. 

In fine, the troubled young person needs 
to find the adult, the warm, breathing, 
caring, alive humanity in his counselor- 
therapist-teacher in order to find and build 
himself. He needs to find, in some one 
human, faith enough in the human po- 
tential, in humanity with all its frailties, 
to dare to be human himself, to dare to 
become his human self. The young are 
looking for answers, some through fault, 
Some through default. Possibly only the 
most disturbed and the most dependent 
and the most psychiatrically enlightened 
actually come for professional help; but 
when they do, the apathetic generation of 
ten years ago can hardly serve as adequate 
therapists for members of today’s genera- 
tion, which is very much on the turbulent 
move. 

Sometimes the therapist feels this con- 
flict between his values and the troubled 
student’s and acts out his own distress at 
challenge in a counter-transference of 
which he is not aware. When this hap- 
pens, he takes the role of the unexamined 
adult. There exists in the therapist as well 
as the rest of the adult world the feeling 
that he “knows what’s best for the young” 
(in the college therapeutic situation, trans- 

late: “young patient”); that his, the thera- 
pist’s, values are the values the patient will 
arrive at as part of getting well; that, while 
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the patient is struggling with his identity, 
the therapist already has his; that grow. 
ing up, gaining an identity, on the part of 
the student, means being some kind of a 
professional not too dissimilar from the | 
therapist’s already achieved professional- 
ism. Implicit and projected to the student 
is the message: You are incomplete; I am 
completed. 

There may also be unexamined hostility 
toward the counselee, who is perceived as 
young and therefore fortunate, while for | 
the therapist it is late and growing later. | 
Although this fits best in describing some 
of the underlying feelings of therapists in 
their forties and older, whose life decisions 
and possibilities are narrowing precisely | 
when the counselee’s are quite broad, I | 
have heard others, trained clinical psy- | 
chologists not out of their twenties, speak | 
of counselees a decade and less younger | 
than themselves as "the little girls and | 
boys I work with." This putting of dis ' 
tance, whether through differences in age 
differences in health, differences in status 
achievements, between counselor and pa 
tient serves the therapist as a shielding de 
fense mechanism. Behind it insecurity, 
uncertainty, and fear of threat sit safely 
masked from the therapist, if not always 
from the unconscious and often the very 
Sensitive conscious awareness of the hurt 
ing student. 

What comes into play here is the com 
flict of generations, which is an ever-pre 
ent part of the relationship of college Ri 
dent and therapist. The disguise © 
professionalism overlays this aspect until 
or unless it is worked through, and results 
in some of the same manipulation that we 
have seen used in “progressive” child care 
(which often is nothing more than a tech- 
nique in the hands of over-anxious pee 
ents, instead of an enrichment of living 
with children made possible by an under 
standing of human development). So the 
student often feels vaguely manipulated 


| 
| 


Conflict of generations in counseling 


without knowing exactly why; but his 
anger is no less because of the undefined 
feeling or because of his continuous un- 
examined distrust—which must remain 
unexamined unless he stumbles upon his 
own answer, since the therapist is not 
aware of what he is projecting. 

In this context of tentativeness in regard 
to trust, the whole problem of confidenti- 
ality in a college-connected clinic becomes 
even more menacing to the therapeutic 
work toward health. Will the Dean know? 
Parents? Is there a record kept that is 
available to government agencies, employ- 
ment sources, and so on?® Besides being 
existential questions, these are questions of 
therapeutic relationships. ‘They are an- 
other way of saying, “Will you betray me?” 
‘Are you truly my friend, caring for and 
about me, or are you one of ‘them,’ author- 
ity, parent, the adult world, who can not 
or will not understand?” 

It is contingent upon the therapist to 
recognize certain feelings within himself, 
to be natural and straightforward, to be 
his examined self, and then to relax. Ther- 
apeutic techniques, once well learned and 

: internalized, are to be forgotten. The pre- 
Bun must be trusted to utilize what 
necessary for the joint work of patient 
aoe and this spontaneously. 
a uum ns. Schneer ° have said: “Suc- 
ES eun dn ing a therapeutic relation- 
uu e patient depends to a large 
Eus P. the therapist's personality, ease, 
isa | ee ear: and especially 
ee lity in using all types of therapy. 
Jine ining from abstinence (or “ab- 
oe im the relationship, by de-empha- 
Um 5, e need to be a mirror, the thera- 
n ae with the student need not 
major pn "UE of the counselee as a 
ade D lem, because values and stand- 
ae issue in therapy, especially with 

a + eho are much concerned with 
ES ul onest search and self-argument 

alues are allowed to be part of 


'and make the rapid headway essential in 
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therapeutic procedure, the counselee will 
also be working out earlierformed emo- 
tional tie-ups as well. So, felt differences 
in values between therapist and student 
must be faced and articulated or they will 
be a running stream of disruption under- 
lying the relationship, of which neither 
may be consciously aware. It may even be 
that, when these differences are too great, 
the earlier understood the better, since 
the client may be able to change therapists 


short-term therapy, instead of giving way 
to despair that “nothing, not even therapy, 
can help me with this." 

It is the therapist's awareness of what is 
going on in therapy that will protect him 
from gratifying the infantile aspects of 
dependency expressed in the patient's de- 
mands, while being at the same time gen- 
uinely supportive and free of rigidities. 
One can, and must want to, help toward 
the gratification that will come from 
achievement of health-giving wishes that 
are compatible with reality. In short- 
term therapy with adolescent identity 
problems, any ways of working that are 
natural to the therapist, that most rapidly 


establish the working alliance,” are bene- | 


fcial One such way is the use of reason- 
able explanations, tentatively offered pos- 
sible lessons in therapy, to which students 
are especially attuned anyway by the nature 
of the academic environment. And lessons, 
certainly those of a skilled therapist, can be 
the very opposite of didactic. The trans- 
ference reactions need to be worked at to- 
gether in a realistic way in order to seek 
out appropriate and inappropriate ways of 
handling ongoing life situations. Recut- 
ring questions of both therapist and coun- — 
selor are: What am I really doing? Can 
we discover this together? How does the 
pattern recur? What purpose of self-inte- 
gration does it serve? How can I break out 
of old ways of being integrated on an in- 
appropriate base to new, spontaneous ways 
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that can take in factors of the current 
reality? 

The wish to learn is strong in the stu- 
dent-client. He will respond and wish to 
attain the less troubled and more stable 
orientation of his therapist, but within 
the context of his own uniqueness as a per- 
son, if he is free to choose his own way, 
if there is nothing of smugness in the 
person of the therapist, and if therapists do 
not "ward off a . . . sense of significance 
by withdrawing into their . . . occupational 
roles"? Too literal acceptance of ortho- 
dox concepts that prevent the therapist 
from entering into a commitment with the 
patient will be interpreted as an authori- 
tarian attitude, which, above all else, is 
anathema to students. This may even be 
the key to the difficulties of classical analy- 
sis with adolescents, whose need to be is 
equated with the need to be free of the 
authorities of childhood. 

In conclusion, it would seem to me that 
the therapist who works with students 
should strive to be of that fraternity to 
which Grotjahn ® refers when he says: 


Between the two generations there will be— 
or there have always been—a few men and 
Women, devoted to youth, friendly bystanders, 
who will make themselves heard. With their 
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help—but not at their command—the no-longer- 
younger generation will begin to develop an 
ideology, different from the religion of the past 
and equally different from the rationalization of 
the present. 
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The group process in group therapy 


In 1961, a family group case-work program 
was initiated within the social work service 
at the Walter Reed General Hospital! It 
involved treatment of the entire family 
unit when a child in the family needed 
case work. The preferred method was the 
family interview with all members of the 
family (above the age of 9) present. The 
family was viewed as a social system, and 
the focus of treatment was on the family 
system of interaction. As the understand- 
ing of the family system approach in- 
creased, some of the ideas and notions 
gained from work with family groups were 
used in the treatment of constructed ther- 
apy groups. 

The purpose of this article is to present 
an outline of some ideas about a “transac- 
Uons-focused" group therapy approach. It 
is based on a limited but unique experi- 
€nce in group treatment in a large military 
hospital center. The patient groups were 
Composed of military personnel assigned 
to the center. 

it is necessary to be aware of the inherent 
differences between a therapy group and a 
family group. The latter is a “natural” 
Broup, with a history and a future. A 
therapy group is a constructed group for 
the purpose of engaging in treatment. 
After treatment is finished, the therapy 
StOup as a system dissolves. A family 
group consists of individuals of many dif- 


ferent ages and of both sexes. A therapy 
group usually consists of people relatively 
close in age. A family group is together 
at times other than the therapy hour, and 
thus can try out together ideas gained dur- 
ing the interview. On the other hand, the 
therapy group is together only for the in- 
terview hour and (as a group) cannot dis- 
cuss or try out ideas or ways of acting 
learned during the therapy. A family al- 
ready has an ongoing social system with 
roles and statuses, whereas the therapy 
group must establish its own system with 
roles, communication patterns, and so on. 

The common element between the fam- 
ily group and the therapy group, however, 
is the dimension of social system. The 
basic medium through which individual 
treatment takes place is the relationship 
of the therapy group to itself. This ap- 
proach shares with other group approaches 
its reliance upon “. . . the natural hunger 
of most people for group belonging and 
peer acceptance to serve as the positive 
motivation for encouraging self-examina- 
tion and/or change in functioning and 
that the emotional forces that are gener- 
ated in a small group are utilized to in- 
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fluence the attitudes and functioning of 
the individual members." ? 


A review of the literature has revealed consider- 
able agreement concerning the psychosocial nature 
of group therapy. In discussing group interaction 
Sherman ? has said: “Actually, in a group, the op- 
portunity for expression and communication by 
each client is greater than in the individual inter- 
view since the group provides not only a relation- 
ship with the counselor but also ongoing meaning- 
ful relationships with other clients.” Ackerman 4 
has noted that "behavior of a group has certain 
unique characteristics of its own and the adaptive 
processes of personality, both normal and patho- 
logical, need to be viewed within this wide frame." 
Further, "In the group situation the primary re- 
lationship of each member is with the therapist, 
but the network of peer relationships also serves 
the therapeutic ends. . . . The group interaction 
also provides a means of working through negative 
and hostile feelings toward key persons in the 
present and in the past.” 5 

Finally, "Patients need to be transformed from 
a collection of isolated individuals into an inte- 
grated functioning whole in order to effect favor- 
able psychotherapeutic change. . . . In the begin- 
ning of every psychotherapy group, the emotional 
reactions between the individual patients and the 
psychotherapeutist are paramount but as the group 
discovers meaning and appropriateness to the ses- 
sion, interactions among the members of the group 
assume substantial proportions." 6 


It was in the area of the "behavior of a 
group that has certain characteristics of its 
own" or the “integrated functioning 
whole" that our therapeutic effort was to be 
concentrated. This was not to mean that 
the individual in the group would not be 
considered, but it did imply that the major 
effort was to be toward enabling the group 
to use itself for therapeutic purposes. 

Experience showed that the therapy 
groups did form a social unit that, in time, 
became intense enough to transcend, as it 
were, the individual member parts. To 
use a cliché, “The whole became more than 
the sum of the parts.” It was found that 
the nature of the group would be deter- 

mined by (among other things) the com- 
bination of the personalities of the mem- 
bers plus the therapeutic method of ap- 
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proach. For instance, it was felt that the 
degree of creativity and spontaneity of the 
group was related to the degree of structure 
imposed on the over-all group approach by 
the worker. Groups seemed to make bet- 
ter therapeutic use of themselves if rela- 
tively little group structure was imposed. 
It was also found that a focus by the thera- 
pist on the group process enabled the group 
to form a social unit or system more quickly 
than if the therapist focused on individ- 


uals within the group. As the group began i 


to function as a group, aspects of inter- 
action took place, both on the basis of the 
group as a whole and on an individual 
basis. As the unconscious aspect of the 
group activity increased, the groups seemed 
to interact more as a system than as in- 
dividuals within a system. In addition, as 
this “group unconscious” aspect increased, 
distorted communication and interaction 
came to the fore and offered the group 
opportunities to observe and confront it- 
self with the irrational aspects of its mem- 
bers’ behavior. 


Role of the Worker 


The ability of the group to use itself ther- 
apeutically is derived from the role of the 
worker as the "agent of change." In com 
trast to a group approach in which the 
focus is more on the individuals in the 
group, the focus on group process enables 
the worker to become more of a catalyst 
or agent of change than a "medium" of 
change. In other words, the patients are 
Systematically used to help each other. The 
major focus of case-work activity is the ele 
ment in group treatment referred to as the 
"availability of other group members to 
serve in the role of helper.” 1 

As an agent of change, the worker aU 
tempts as much as possible to dilute his 
role as leader of the group. It is hoped 
that the group will develop its own leader 
or leaders, as well as groups and subgroups 
The worker offers some initial structure 


therapy process, but in essence 
so it will be unstructured. As 
unfolds, the worker intervenes 
to time to promote interaction 
members of the group. He 
urage participation by various 
of the group. He may ask for 
from group members to actions 

ications of other group mem- 
may ask a patient to clarify “for 
” a certain statement that patient 
‘made. He may ask for verbaliza- 
feelings from group members when 
are present but not recognized. 

the members of the group become 
f the impact they have on others 
ng feedback among them. By 
st in certain areas he indicates to 
up Which are important to consider. 
nonjudgmental attitude he exempli- 
way of viewing behavior. For in- 
a marital couple group the 
er’s interest in “what” happens rather 
hy” it happens may have at least 
ts. He indicates that “getting 
"in the marriage is more important 
“being right.” The worker also in- 
that only as one understands 
What" goes on can one ever hope to 
o grips with "why" something hap- 
Fhe worker, by refusing to assume 
ive role, in effect encourages the 
and group members to act as they 
do. Thus, the behavior that takes 
the group sessions is much like 
hich takes place in everyday life. In 
est sense one might say the ap- 
is similar to that which takes place 
"analytic situation in which the pa- 
ld to say whatever comes to mind. 
t then interprets to the patient 
of the verbalizations. In the 
the members are told, in effect, to do 
‘comes to mind. What is done 
ates to the group and to the 
problem for which help is 
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From the point of view of therapy sys- 
tem, then, what is it that enables the worker 
to assume the role of "agent of change"? 
Many group therapists ê feel that “meetings 
after the meeting” in group therapy usually 
have a deleterious effect on the therapy. 
The principle that applies to the role of 
the worker as agent of change probably 
explains the disruptive effect of the “meet- 
ings after the meeting.” Although the 
worker tells the group to act as they are 
most used to acting, he at the same time 
engages in maneuvers that do not allow 
usual behavior to take place. He encour- 
ages the group to respond to what one 
or more group members say. He promotes 
feedback within the group. He encourages 
directness of communication. In effect, he 
imposes upon the group à situation that 
forces a different kind of behavior. A be- 
havior is encouraged that pushes toward 
self-reflection and different modes of in- 
teraction. 

Feedback from the group may point out 
to an individual the manner in which he 
expresses intense hostility in an interper- 
sonal situation. In one group, a patient 
continually made nasty and hostile remarks 
to other members. He did it with a tone of 
voice and a facial expression that implied 
a jocular frame of reference. The group 
found itself angry at this patient. At first, 
they were unable to figure out why this 
was so. Ata certain point in the therapy, 
the group began to differentiate between 
the conflicting verbal and nonverbal mes- 
sages conveyed by this patient to the per- 
son toward whom he felt angry. When the 
group, in a very supportive manner, was 
able to point out the conflicting nature of 
his messages, the patient was able to accept 
the confrontation. The patient toward 
whom the confrontation was directed be- 
came less anxious and was able to partici- 
pate progressively in the group sessions in 
a meaningful manner. It is interesting to 
note that, as the group became aware of. 
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the conflicting nature of the one patient's 
communication, they also became very sup- 
portive of him. 

As group members impose on each other 
the necessity of giving up old ways of inter- 
acting, the worker may, as needed, encour- 
age healthier interactional patterns. A dis- 
cussion by the group, promoted by the 
worker, of the “naturalness” of hostile feel- 
ings helped the patient in the above ex- 
ample come to grips with feelings of anger. 
As new ways of interacting were found by 
certain group members, other members re- 
ceived the message that individual change 
was possible. At times, positive movement 
by one member of the group promoted a 
"chain" of positive movements by other 
members. An examination by the group 
of the nature of the individual movements 
often revealed at least a degree of insight 
on the part of the individuals involved. 
There were times when little insight was 
exemplified by the individuals involved, 
but the healthy behavior persisted during 
the course of the therapy sessions. The 
dynamics of change in these instances was 
not fully understood, but it was thought to 
be closely related to a change within the 
group system. 

The role of the worker in "interaction- 
focused" group therapy is an active one. 
His activity, however, is directed toward 
encouraging interaction among the group 
members. He encourages communication 
and transactions among group members 
and discourages interaction between him- 
self and individuals within the group. In 
a more "individual focused" group ap- 
proach, the flow of communication and in- 
teraction between the worker and each 
individual might be more predominant. 
It is the nature of the worker's relation to 
the group that enables it to use itself to 
bring about individual personality adapta- 
tion. For, without the presence of an 

active, intervening, interaction-promoting 
therapist, the group would probably be used 
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to perpetuate old, unhealthy ways of inter- 
acting. 


Method 


Experience seemed to indicate that the 
group needed to meet at least twice a week 
to promote the formation of a "therapy 
group system." Sessions lasted one and 
a half hours, in a room in which the chairs 
were placed in a circle facing each other. 
There were always more chairs than needed 
so as to afford members the opportunity to 
communicate through seating arrange 
ments. The groups usually consisted of 
six to eight members, who had been selected 
after complete social service and psycho- 
logical work-up. The. potential group 
members were interviewed individually, 
during which time the opportunity to par 
ticipate in group therapy was presented. 
If the patient opposed group therapy, he 
was not forced to enter the group. All of 
the groups were "closed," i.e., "a group 
composed of a number of selected clients, 
and maintained approximately the same 
membership until termination. . . . The 
group members participate in setting the 
termination date." ? 

Discussion of the techniques of group 
therapy is complicated by the multilevel 
nature of any intervention by the worker 
For instance, a request by the worker that 
one patient verbalize his reaction to a dos 
ment made by another may be "supportive 
to the first patient and "confronting" to the 
second. For the purposes of this papet, the 
techniques used will be classified as struc 
turing, supportive, and confronting. 

The worker must initially define the 
therapy situation for the group. If he 
structures the therapy process quite loosely, 
the group members themselves go about the 
task of labeling the situation in which ther 
apy is to take place. If the structure tech- 
nique is handled well, the group will know 
(both from the therapists words and ac 
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tions) the general nature of the limits 
ithin which the therapy group system is to 
develop. 
During the initial stages of the therapy, 
e group is supported in its efforts to form 
"à therapeutically functioning group. Help- 
ing the group members universalize may 
help create comfortableness for the mem- 
bers of the group. The therapist will help 
group members to view each other as a 
"source of support in their common task of 
‘elfunderstanding. If the group as a whole 
finds itself caught in a phase of resistance, 
_ he will support the efforts of the group to 
“analyze the nature of the resistance. The 
“technique of support may be used in a 
umber of ways, such as encouraging ver- 
ization, promoting feedback, and help- 
Ig individuals move at their own pace. 
The worker must use techniques that 
Encourage confrontation or interpretation 
‘Ma careful and skillful manner. Promot- 
‘ing feedback during group transactions 
B" individuals with their impact on 
* £m. It also helps identify distortions in 
b: mmunications and/or transactions. In 
“Many instances, the present reality of ac- 
ons within a group forces the worker to 
Take some rather critical judgments con- 
os confrontation. The "here and 
E aspect of transactions may mean that 
ES ailure to confront members with a certain 
“interaction may imply to the group that 
E Worker condones the action. In addi- 
n to individual patient considerations, 
the deciding factor (in the decision to con- 
"ont or not to confront) probably rests 
With the worker's evaluation of the effect 
Of the interaction on the group in terms 
E. E or progressive movement. If 
p € to confront the group will adversely 
i Affect the therapeutic process then the 
ý Broup must be encouraged to confront itself 
- With the material at hand. If, on the other 
hand, the crux of the matter is an Op- 
— Portunity to effectuate insight through 
Confrontation, the matter is not so critical. 
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The principle of redundancy operates here. 
If the feeling, attitude, or communication 
represents a pattern, it will come up in the 
group again and again. The group can be 
encouraged to pick up on the matter at a 
more propitious time therapeutically. 

The worker attempts to get the group 
itself to make the most of the confronta- 
tions. The technique used to encourage 
this is what might be called “group lan- 
guage.” For instance, the worker might 
say, “It might be of benefit to the group if 
someone would give his impression of what 
Mr. X. just said,” or “I wonder if the group 
could comment on what has just taken 
place.” The purpose of the language is 
to promote communication among group 
members. Again, this is a matter of degree. 
It is necessary that the worker confront or 
support a specific group member; but most 
often the group is encouraged to make its 
own confronting and supporting maneu- 
vers. 

Other techniques that encourage insight 
at the group level include frequent sum- 
maries by the group and the “name the 
game" technique? Frequent summaries 
refer to a maneuver by the worker in which 
a group member is asked to give to the 
group his impressions of, for instance, what 
has happened in the group during the last 
fifteen minutes. This request is made of 
different group members as the therapy 
progresses. The members come to expect 
to be called upon and have a “mental set” 
toward social awareness. Summaries by 
individual members usually bring com- 
ments of agreement and disagreement from 
other members. The chance is then af- 
forded to the group to pick out distortions 
and inconsistencies. 

The “name the game” technique con- 
sists of taking a series of closely related 
events and putting a label on them. For 
instance, if the group engages in small 
talk or trivia for a long period of time the 
worker might ask the group to consider 
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the possibility that it is playing the game 
of "avoidance." If confusion predominates 
to the point where no progress is possible, 
the group might be asked to consider the 
possibility that it is playing the game of 
"confusion." During the discussion of the 
game the group can consider what purpose 
the game was serving. Often the group is 
able to detect such things as the denial or 
avoidance aspect of the game. 

At times it may prove beneficial to get 
the group to discuss the group system aspect 
of a particular behavior by one or more 
members. For instance, the worker may 
wonder, "What is going on in the group 
that keeps Mrs. A. from talking?" The 
group may decide that Mrs. A. does not 
talk because Mrs. K. attacks every time Mrs. 
A. speaks; or the group may pick up on the 
fact that Mrs. B. always interprets Mrs. 
A's comments and in effect attempts to 
talk for her. In the final analysis, the 
skill, perception, and orientation of the 
worker will determine to a large extent 


. the predominance of techniques employed 


in any group therapy effort. 


Conclusions 


Presented have been ideas and impres- 
sions gained from a limited experience in 
Work with group therapy in which specific 
ideas were employed. The efficacy of this ap- 
proach is yet to be proved, but experience 
with it has certainly been encouraging. 
It has been pointed out that "three kinds 
of knowledge are pertinent to group treat- 
ment: (1) concepts pertaining to the help- 
ing proces, (2) concepts pertaining to 
personality dynamics, and (3) concepts per- 
taining to group dynamics." 11 Although 
all three kinds of knowledge must be used, 
the operational emphasis may be more on 
the use of the concepts pertaining to group 
dynamics. At the same time, the action 
must be oriented toward increasing the ego 
strength of each individual member by 
focusing on, in the group, such aspects of 
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reality testing as perception, judgment, 
and memory. 
In addition, it should be said that much 


of what was done during the group therapy | 


sessions was similar to the techniques and 
orientation previously used in family 


groups. 


cordingly. For instance, the therapy group 
develops social unit or in-group identity, 


but the influence this system or identity | 


has on the individual is not as great as that 


in the family system. For this reason, em- | 


phasis on the individual should be greater 
in the therapy group than in the family 
group. 

From the perspective of hindsight, one 


might say that experimentation of this | 
kind can be beneficial in coming to grips 
with some of the crucial interactional di- 


mensions of group treatment. Just as all 
group therapy must, in general, be but 
tressed by a knowledge of both individual 
and group dynamics, so must it also be 
undergirded by an awareness of the specific 


The natural family group and | 
the constructed therapy group are differ | 
ent, and adjustments must be made ac | 


nature both of transactions and of the "n 
dividual in a group. No matter which 


dimension is most used to promote health- 
inducing experiences, there must be à 


blending of all levels of human existence | 


into the therapy. 
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SM ea LL  CENDE 


HENRY C. EVERETT, M.D., CAMBRIDGE, mass. 


Inner techniques for performing 


Immediate wishes often impede the efforts 
needed to pursue one's goal. Proposed 
solutions to this problem are found in 
much of the “self-help” literature of 
modern times. Thus, one notices the use 
of popular terms such as “will power,” 
“courage,” and “guts” to represent the 
missing ingredient for making the efforts 
called for by one’s own ideal motives. Such 
terms have no practical value. To tell 
someone that a little will power or courage 
is what he needs is of no help to him at all. 
The moralistic tone, indeed, actually makes 
him feel inferior and ashamed in the event 
of failure. 

An alcoholic or addict struggles to over- 
come his habit. A procrastinator wishes to 
get himself to function, Timidity prevents 
a man from taking action toward his goal. 
In such situations there is inner conflict. 
On the one hand, we have ego-syntonic 
motives or “good intentions,” which we 
shall henceforth refer to as ideal motives.* 


—_— 


Dr. Everett is a practicing psychiatrist. 


* This is a slight modification of William James’ 2 
original term “ideal impulses.” 


tJames2 used the term “propensities.” Hence, he 
referred to the conflict as one between "ideal im- 
pulses" and “propensities,” 
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arduous tasks 


On the other hand, we have ego-alien 
motives manifesting themselves as tempta- 
tion, timidity, inertia, and so on, which act 
as a drag against the ideal motives. For 
these we shall use the term impedance. The 
conflict is thus one of ideal motives versus 
impedance.t When a person with good 
intentions habitually yields to impedance, 
he may, in popular parlance, be called a 
“weak character" or a “coward.” One 
whose ideal motives triumph over formid- 
able impedance is called a "strong charac 
ter" or a "hero." For convenience, the 
term hero will be used henceforth to de 
note a person who has a special capacity 
for behaving according to his ideal motives 
in the face of strong impedance. 


'The Problem 


What is the nature of the special capaci 
ties that a hero possesses We know that 
to say he has “courage” or “will power 
begs the question. We need more mean- 
ingful and more useful answers. 

It is here postulated that heroes employ 
certain mental mechanisms to overcome 
impedance. These mechanisms may E 
dude those in traditional psychodynamic 
theory. This theory has been derived 


ming arduous tasks 


from studying disordered behavior; 
nd, consequently, there has been an un- 
mate tendency to view mental mech- 
sas pathological. Yet, they may con- 
ute to exceptionally useful behavior, 
ited by Murphy,* Bettelheim, Ham- 
burg and associates," Mechanic’ and 
thers in their studies of coping behavior 
rmal people under stress. 
— Many factors contribute to an individ- 
l$ ability to accomplish difficult tasks 
to attain long-range goals in the face 
ardship. These include intelligence, 
od health, education, favorable child- 
| experiences, material and emotional 
security, and group support. However, a 
person wishing to embark on an arduous 
T may have little control over these im- 
nt ingredients for personal adequacy. 
)oes he, then, have any further recourse 
— for bolstering his own ego strength? How 
n he “work up” his courage? To find 
elucidate methods of doing so would 
r ke a valuable contribution to our 
nowledge of therapy. 
€ “coping” studies of Murphy *? ^ 
nd Hamburg and others !-?? touch upon 
th present area of interest. 'They em- 
asize the value of appropriate mental 
mechanisms as well as of many other con- 
l tions for successful coping behavior. The 
sent discussion will concentrate not 
imarily on how people react when un- 
asant circumstances are forced upon 


Rn consequent discomfort. 
hose who perform arduous tasks have 


Ent concern, however, is not primarily with 


hat these motivations are, nor with 


- people (“heroes”) manage to imple- 
t their ideal motives despite impedance 
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unable to surmount the impedance in 
spite of strong ideal motives. 

Throughout history much has been 
written about ways to conquer impedance; 
much of this literature has been of a re- 
ligious nature. Solutions offered in con- 
temporary writing often have a religious 
or quasi-religious tone, e.g, Norman Vin- 
cent Peale's The Power of Positive Think- 
ing.14 There are organizations such as 
Alcoholics Anonymous, with its “Twelve 
Steps,” 25 and Recovery Incorporated, 
whose “bible” is Abraham Low’s Mental 
Health through Will Trainingt® These 
inspirational and directive approaches 
have been of help to many people. How- 
ever, like much of traditional religion, 
they often insist upon some kind of a 
“faith.” Such a demand offends the in- 
tellect of many, thus, in effect, excluding 
them from the help offered. In much self- 
help literature the author calls for the 
adoption of his favorite mental mechanism 
as the great solution. The door may 
thereby be closed to considering many 
other useful mental devices. Denial, re- 
pression, rationalization, and autosugges- 
tion are prominent among the mechanisms 
promoted in self-help literature,14 16-19 
Since they tend to foster self-deception, 
their use may be a mixed blessing; and 
they are unacceptable to those who prize 
intellectual honesty. 

Are there any psychologic tactics one 
can use on himself without these draw- 
backs? If so, knowledge of them should be 
acquired and shared. Much is known 
about pathologic mechanisms because of 
the human tendency to investigate and 
describe disordered behavior in preference 
to that which is adequate. Furthermore, 
malfunctioning people are more available 
for professional psychologic scrutiny. 

Let us define "mental mechanisms of 
strength" as inner techniques that people 
use to get themselves to perform arduous 
tasks in pursuit of their goals. To learn 
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about these mechanisms we might study 
those who perform well in the face of 
strong impedance, ie, we should investi- 
gate the psychodynamics of heroes. A de- 
terrent to such a study is our envy of the 
hero, which keeps us at a distance from 
him. We dislike facing and revealing our 
weaknesses. We may “explain” heroic be- 
havior in terms of psychopathology, thus 
placing ourselves in a position of relative 
superiority. 

In addition to the defensiveness in the 
would-be investigator of heroic behavior, 
there is another obstacle—the hero's own 
resistance. Like others, heroes can be ego- 
tistical and reluctant to reveal themselves. 
When questioned by an admirer as to how 
they bring themselves to perform an ardu- 
ous task, they may display a veneer of 
modesty and glibly reply, "I just go ahead 
and do it; that's all.” Such an answer tells 
us nothing we do not already know. 

Hence, to get the desired information, 
we must overcome resistance in ourselves 
and in the heroes whose inner psychic 
tactics we wish to learn. 


Classification of Mental Mechanisms 


A preliminary investigation of successful 
performers of arduous tasks has revealed a 
wide variety of psychic devices whose num- 
ber appears great enough to call for a logi- 
cal scheme of classifying both the known 
mechanisms and those yet to be dis- 
covered.* When impedance prevents the 
effort called for by his ideal motives, a per- 
son can be said to perceive the task con- 
sciously or unconsciously 20 according to 
the proposition, “Discomfort will accom- 
pany performance.” 

In accordance with the semantic formu- 


* Mendelyeev's classification of known chemical 
elements by an orderly, logical scheme was a. giant 
step toward the discovery of unknown elements 
and toward a fundamental understanding of the 
nature of matter. 


ovo nen 
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lations of Colby,?! the impact of this propos 
sition can be drastically altered by chang- 
ing (a) the subject, (b) the object, or (o) 
the verb. 'The function of the mental 
mechanisms of strength is, therefore, to 
make such changes. The task might then 
be perceived in one or more of the follow- 
ing ways: j 

Type I: Pleasure will accompany performance 
(subject reversed). 

Type II: Discomfort will accompany non-per 
formance (object reversed). 

Type IH: Discomfort will not accompany per 
formance (verb reversed). t 


Type I. A farmer with heavy chores out- | 
side his house set up a radio near his work | 
area by means of a long extension cord. | 
By tuning to his favorite music station and ` 
working rhythmically, he found the chores | 
were rather pleasant. Similar methods are 
used by many for calisthenics. One man 
said that the drudgery of routine work 
would be unbearable if he did not keep one 
of his favorite tunes going through his 
head. Many varieties of inspirational de 
vices are used by people to arouse in them- 
selves a mood of enthusiasm for the task 
at hand. 

Type I. Prone to lingering in bed after 


shutting off his electric alarm clock, a man ' 


decided to place the clock on the other 
side of his room. To shut it off, he had Hi 
get up. Staying in bed with the clock st 
sounding was too unpleasant. 


Type III. A youth at a beach found that | 


he could get himself into the icy water by 
running in at top speed and one 
vigorously. Football players reported "d 
if they played as hard as they could, 

fear of injury ceased to disturb them. di 
Student said that, when he went to 

dentist, he made a point of keeping wo 
until the last minute, then rushed to a 
dentist’s office, A hospitalized young ie 
requiring daily blood transfusions east) 


handled the trauma of the large needle, | 


Performing arduous tasks 


which usually terrifies children of her age. 
| she had a rolled-up face cloth beside her 
"bed. When the needle was about to be 
inserted, she quietly placed the cloth be- 
"tween her teeth and bit down on it with 
- full force until the procedure was over. 
| She never protested, and she never uttered 
a sound of pain. The common principle 
in the mechanisms just cited seems to be 
self-distraction from unpleasant stimuli 
| by some sort of vigorous exertion. 

Many psychologic devices quite different 
from the ones illustrated also exist under 
types I, II, and III. 

Rituals of immense variety function as 
— mental mechanisms of strength. They may 
i" have aspects belonging to all three devices. 

They often serve to get the task started, 
eg, the simple “one-two-three-gol” cere- 
mony that many use to set themselves in 
motion on a physically strenuous, painful, 

or fearsome effort. The Japanese act of 

hara-kiri is performed with elaborate cere- 
pe ony: Rituals are found frequently among 

group mechanisms, and include such things 
as children’s “‘ring-around-a-rosy” ceremony 
1 to get themselves "ducked" in cold water, 

many religious rituals, and much of the 
| pageantry preceding and during battles— 
, War dances, marching songs, battle cries, 
flags, drums, bugles, and so forth. 

The use of self-made schedules is among 
- the numerous other mental mechanisms of 

Strength, 


Manipulations of the Impact of Time 


E the necessary physical and in- 
5 ectual ability for a task, is not the ques- 
lon of whether one gets it done merely a 
Matter of motivation? “I£ you really want 
Sd it, you will do itl" Is not negligence 
; M Simply to lack of motivation or to 
i nger, conflicting wishes? Such reason- 
ag ee plausible, but, in its simplicity, 
Sy ects to consider the influence of time 
_ 9 the relative strength of motives. 


n 
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At the intended moment for action, the 
impedance may have a sudden upsurge due 
to task-associated stimuli. Distant aims 
may yield to the lure of immediate pleas- 
ures and comfort. Present stimuli and 
quick rewards have a motivational advan- 
tage over remote ones, Character is often 
seen as the ability to overcome this advan- 
tage, to be capable of working for delayed. 
gratification while sacrificing more immed- 
diate comfort and pleasure. The relation- 
ship between character and one's concep- 
tion of time is discussed by Miller? 

Often the “impedance hurdle” is highest 
at the moment when the intended effort is 
called for. Let us call this occasion the 
critical moment. If one's ideal motives 
are generally stronger than the impedance, 
one can be said to intend to act in accord- 
ance with those motives. It is most frus- 
trating to find intentions blocked by an 
upsurge of impedance at the critical mo- 
ment, until it is too late to act. Since ideal 
motives and impedance conflict, one or the 
other of these competing drives is likely to 
be repressed at a given time. Freud ?? has 
described how impedance (or counter-will, 
as he called it) caused him to forget (16, 
repress) his intentions at the critical mo- 
ment. Atother times, safely removed from 
task confrontation, the impedance may be 
easily repressed, whereupon the individual 
may feel great zeal for the task. He may 
yearn for the chance to perform it, feeling 
that, if only the opportunity were now 
present, he would go to it with gusto. 

When performance is threatened by ris- 
ing impedance, the job of the mental 
mechanisms of strength may be (a) to pro- 
vide concentrated incentive stimuli at criti- 
cal moments to match the heightened im- 
pedance, or (b) to dilute the impeding 
stimuli over time so as to avoid their con- 
centration at any critical moment. In 
either case the strength mechanisms manip- 
ulate the factor of time to support the ideal 
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motives. Various small-unit systems may be 
utilized for this purpose. 


Small-unit systems 


Small-unit systems, combining features of 
both types I and III, are among the most 
widely used strength mechanisms. They 
involve dividing a large task into small 
steps, concentrating on one step at a time, 
and anticipating relief or gratification at 
the end of each step, 

Short-interval systems. A boy with a 
Jarge lawn to mow divided it into sections 
with his mower and made a “game” of com- 
pleting each section. An exhausted cross- 
country runner sighted a tree a short dis- 
tance ahead and resolved to get that far 
before quitting. By repeating this pro- 
cedure, he finished the race. When pro- 
longed effort for distant rewards is re- 
quired, impedance may take the form of 
boredom, fatigue, discouragement, or im- 
patience, i.e., it is related to the length of 
time over which effort must be made be- 
fore gratification is achieved. Impedance 
can, therefore, be countered by reducing 
delay in obtaining rewards or relief. Mark- 
ing progress often provides intermediary 
rewards in tasks such as learning a skill; 
overcoming a habit ("I've been sober for 
three days now"); body-building ("I just 
added five more push-ups to my previous 
record"); studying ("I've covered twenty 

pages of reading; now I'm due for a 
break"); and so forth. 

In operant conditioning, Skinner 2 has 
noted that, the sooner it is reinforced, the 
easier it is to elicit the desired behavior. 
It pays to close the gap between perform- 
ance and reward. If a large task is sub- 
divided into small ones, a gratifying and 
stimulating sense of accomplishment is at- 
tained sooner. 

From ancient to modern times wise 
men?! have urged people to focus their 
efforts and to limit their attention to the 

present day. "Live in day-tight compart- 
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ments,” wrote Osler25 The time in 
can be shortened right down to the p 
of exalting the present moment ani 
warding oneself in proportion to the 
being made right now. M 
"sentiment of self regard" 3 is utilized h 
in combination with a philosophy 
Says that one's present effort is the stand 
by which he should judge himself? 
Graduated practice. With sudden 
intense efforts impedance may take 
form of fear of pain or discomfort or ofa 
mitting oneself, i.e., it is related to the int 
sity or irrevocable decisiveness with i 
effort must be made. Impedance à 
therefore, be overcome by reducing | 
suddenness of effort, by diluting it 
spreading the effort over time. For € 
ample, a man may be reluctant to take 
first dive from a high board. He th 
fore starts by diving from a low bo 
from the edge of the pool. He proceed 
progressively higher boards, accustomi 
himself to each stage, until finally he n 
ages the high board with minimal i 
pedance. A similar approach could be ap 
plied by a beginner to ski jumping, speech 
making, and other frightening 
Wolpe's method 27 of deconditioning p 
bias by slowly progressing upward thro 
a “hierarchy” of feared situations is a fon 
of graduated practice. 4 
A physical analogy to the principle 
graduated practice is that of the inell 
plane and other simple machines. An 
without the strength to lift a barrel straigl 
upward may succeed by the slower proc 
of rolling it up an incline, The mechanic 
dilution of the resistance from the weig 
of the barrel corresponds to the psychologi 
dilution of impedance, 


Short-interval systems contrast with grad 
uated practice. The former reduce the 
impeding sense of prolongation. The € 

provides for prolongation 
effort in order to reduce its intensity at 
any given moment. Nevertheless, the two: 
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- devices are both small-unit systems, and 
"they are sometimes applicable to the same 
- ask, as illustrated below: 


Two men are getting themselves into icy water 
at abeach, One jumps right in. The other slowly 
immerses his feet, then his legs, and so forth, until 

p be is finally completely in. Each feels that his way 
isthe easier, The quick man submits to the stress 
of mdden selfimmersion in its full intensity in 
’ preference to prolonging the process. The other 
‘cepts prolongation in order to minimize inten- 
ity, The first uses a small time unit, the second, 
a small intensity unit. These units bear a recipro- 
al relationship to one another. The difference in 
dolce of mechanism may reflect personality vari- 
ables or different previous experiences with the 
tuk situation, 

Similarly, one man successfully stops smoking 
by quitting "cold." He goes abruptly from two 

- packs a day to no cigarettes at all. Another two- 

- Pitkwday man reports that he has tapered off. 
He has cut down by one cigarette each day until 
he is down to nothing. This method has worked 
well for him, 


, "There are numerous other ways in which 
mental mechanisms of strength appear to 
manipulate the psychologic impact of time, 

space does not permit their elaboration 


Proposed Studies 


NM make a comprehensive investigation 
the mental mechanisms of strength, it 
pm be profitable to select a wide variety 

uous tasks and to interview individ- 
uals who have excelled in them. Sample 
tasks might include the following: 


A Frightening tasks demanding daring 
4 » Physical fear as major impedance 
a. war heroism. 
b. "natural" childbirth 
© visiting the dentist. 
d. ski jumping, daredevil acts, hazardous ath- 
letic feats 


o" other painful or hazardous deeds 

fear as major impedance 
*peech-making, overcoming stage fright 
initiating social and business contacts de- 
Spite shyness 
© taking a stand despite anticipated hostility 


a 
b. 


a. “endurance” sports 

b. heavy or tedious physical labor 
2. Prolonged mental exertion 

a. writing a book 

b. research 

c. intensive study 

d. other prolonged mental efforts 


3. Breaking habits and resisting temptation 
a, conquering an addiction to drugs, alcohol, 
or tobacco i 


ture. 
Application 


Data obtained on the mental mechanisms 
of strength may have enormous 
for education, therapy, and rehabilitation. 
In contrast to the more pa mechan- 
isms, the s! tend to be 
accessible to consciousness and may even be 
carefully devised in full awareness. Hence, 
they may be communicated from one per 
son to another, and they may be taught. 

The psychiatric patients most eligible for 


i in life and who are mo 
tive functioning in The type 
f therapy is not a competitor 

with conventional insight approaches, but - 
rather a supplement to them. Tt is um 
fortunate that certain proponents (such as 
Low #8 and Wolpe *) of therapeutic meth- 
ods bearing similarities to the one here eu . 
gested take such a dogmatic stand against 

analytically oriented treatment. TE 
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neurotic, irrational, and, hence, not worthy 
of further pursuit. Likewise, the impedance 
may have unconscious sources that will lose 
their power to interfere with performance 
after exposure to the light of insight. Con- 
versely, we all know patients who have 
attained considerable self-understanding 
through therapy, but who remain helpless 
in the face of impedance. Such is often the 
case with phobics and dependent personali- 
ties. 

The mental mechanisms of strength could 
be most economically taught in a group 
setting. References to those used by famous 
people might add interest and exploit the 
tendency to identification. It should be 
recognized that mechanisms that work for 
some do not necessarily work for all. Mem- 
bers can be encouraged to invent their own 
psychologic techniques and to share their 
successful ones in a group atmosphere, in- 
dicating that they, too, can make original 
and useful contributions to an undevel- 
oped area of psychotherapeutic knowledge. 
The group setting has the additional ad- 
vantage of the well-known power of group 
support in helping an individual overcome 
his weaknesses. 

Finally, the teaching of the mechanisms 
of strength to the general public may have 
a positive value in promoting the over-all 
mental health and effectiveness of our 
citizens. Schools, colleges, and adult edu- 
cation programs could adopt appropriate 
teaching methods. We now teach moral 
sentiments to our youth, but not a sound 
methodology for their implementation. In- 
stead we urge the use of “will power" and 
"backbone," suggesting that a deficiency in 
these mystical qualities is simply evidence 
of moral inferiority. 

In this society we are confident that ma- 
terial, technologic problems will sooner or 
later be solved by our ingenuity at con- 
triving gadgets and gimmicks. Our grow- 
ing knowledge is recorded, publicized, and 
catalogued, and hence may be built upon 
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by others for the solution of ina 
difficult problems. If we extend o 
fidence and scientific efforts to the 
ment of knowledge of devices for | 
psychologic strength, then the mx 
self-direction may become teachable. 
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role, function, and process 


Consultation is concerned with the giving 
and taking of help in an interpersonal rela- 
tionship. The outstanding feature of the 
relationship is its permissiveness. However, 
regardless of the setting, there are common 
features of consultation. The consultee is 
free to seek (or not to seek) the consultant's 
assistance. After receiving advice or infor- 
mation, the responsibility and decision for 
using or rejecting such advice remains with 
the consultee. The consultant has no re- 
sponsibility for, or authority over, the ac- 
tions of the consultee. Implicit in the rela- 
tionship, however, is the authority of the 
consultant's knowledge, special competence, 
and professional conscience. Like most 
human relationships, consultation is a two- 
way proces. Although the balance is 
usually weighted toward giving by the con- 
sultant and receiving by the consultee, both 
should give and receive. 

The emotional interaction between the 
consultant and consultee is a major deter- 
minant of the effectiveness of the relation- 
ship. Inevitably, personal emotional needs 


Dr. Wolfe is a field consultant in rehabilitation, 
the Professional Examination Service, American 
Public Health Association, and a consultant to the 
Rehabilitation Research Institute, Northeastern 
University, Boston, Mass. 
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Consultation: 


are brought into consultative relationships: : 
Depending upon their nature and intensity, 
the relationship may be richly productive 
or may fail altogether. The consultant’ 
should serve as a catalyst, stimulator, and 
motivator of ideas. His is the authority of 
ideas. He has no authority or responsibility | 
for the execution of these ideas or recom 

mendations. 


The consultative relationship is especially likely 
to mobilize feelings of dependency and authority. 
Some people seem unable to tolerate a need for 
help in themselves; some people cannot tolerate 
needs for help in others. At the other extreme. 
some must work incessantly to create situations 
of dependency for themselves or for others.* 


The point is that the asking for and the 
giving and taking of help in the consulta: 
tive relationship are likely to stir up pre 
existing dependency attitudes, and perhaps 
to require activation of defense measures: 


*"Every person expends effort in maintaining f 
sense of security and self-esteem and in BI? nr 
impulses towards productivity and creal gni 
When his emotional needs are insufficiently F 
fied, the person experiences anxiety and per 

even hostility. At some point of mounting Ei 
tion, the person begins to erect psychologi d 
fenses (repression, denial, regression, du 

rationalization, etc) which aim to reduce í 


TiS 


‘onsultation 


Consultation can be broken down 
nto three operational aspects: ? consultant 
ole, consultant. function, and consultant 
ocess. Role refers to who the consultant 
hinks he is and who others think he is; 
unction is what the consultant does; and 
process is how he does it. 

Role, function, and process in consulta- 
ion are naturally interdependent. The 
onsultee's image of the consultant depends 
oa considerable extent on what he expects 
the consultant to do. The following may 
be considered among the major functions 
of the "pure" consultant, regardless of his 
professional discipline: 


l Evaluating (in the sense of assessing or diag- 
nosing): He uses his diagnostic skills to assist the 
consultee in the statement and analysis of the 
problem, both in the initial stages of the consultant- 
consultee relationship and later on, when necessary. 
He studies the interaction process and the problem- 
Solving situation, including his own participation. 
on to relate the specific situation to the total 

2.Advising (in the sense of immediate interac- 
tion with the consultee): The consultant gives sup- 
Port in times of crisis in a way that is technically 
Appropriate to the situation. He clarifies alterna- 
tive plans and the possible consequences of each and 
assists, as an advisor, in policy-making. He offers 
WI: of data to aid in clarifying the problems, 

th at the outset and during the latter phases of 
problem-solving. 

3 Teaching: The consultant acts as a resource 
Eon in helping the consultee develop program 
E: t, use community resources, and use or de- 
lop appropriate methods of teaching, with the 
Boal that the consultant ultimately may withdraw 

35a teacher, 
E Liaison: The consultant assists in establishing 
using desirable channels for interpersonal, in- 


 laprofessional, a i izati uni 
> d - 
3 nd intraorganizational comm! i. 
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ànd permit a greater measure of gratification.” 2 


E defense measures appear to be universal 
bis: Ea for emotional survival, and are 
Hus into use automatically and unconsciously 
Ta need arises. The sources of feeling that may 
1 Tought into the consultative relationship run 
enc gamut of human experience; feelings 
es are often cryptic, concealed beneath 

í complicated layers of defenses. 
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The Consultative Process 


Several identifiable elements occur regu- 
larly in the consultation process, although 
a single consultative conference may not 
contain all of them. They are: ? 


l. Request for assistance: “The potential con- 
sultee becomes aware of a problem, or a group of 
problems, and suspects that some person who has 
special knowledge or skill in the problem area 
might be of assistance.” His request may call spe- 
cifically for information, opinion, or special service, 
such as a survey or study. 

2. Development of rapport: “An adequate work- 
ing level of mutual trust and confidence is nec- 
essary for effective giving and taking of assistance.” 
Some of the factors influencing the growth of rap- 
port between the consultant and the consultee are 
their understanding and acceptance of the consulta- 
tive relationship, their current personal needs, and 
the nature of the problem. The development of 
the consultative process involves a mutual testing of 
attitudes, interests, and knowledge. 

3. Diagnosis: Appropriate application of the 
consultant's knowledge requires an adequate under- 
standing of the unique problem of the consultee. 
Preliminary diagnostic work may be done by the 
consultant and consultee before their first con- 
ference. In this portion of the process, the consult- 
ant's knowledge is useful as a base from which to 
explore and evaluate relevant factors of the prob- 
lem. Differences between the consultant's and con- 
sultee's perception of the problem may emerge and 
must be explored. 

4. Working through: The diagnostic portion of 
the process merges, often imperceptibly, with the 
“working through.” This may begin relatively 
early in the consultative process. It consists of 
movement toward new insights and the develop- 
ment and consideration of possible courses of action. - 
The possible result of different courses of action 
must be explored. Unrealistic expectations must be 
dissipated. It often appears that the principal 
contribution of the consultant is the quality of emo- 
tional support, encouragement, and motivation he 
can provide, rather than the delivery of special in- 
formation and knowledge. 

5. Termination: "The process may end with the 
consultee having arrived at a decision for action 
and with the process having contained all of the 
above elements, It may also end at any phase, 
perhaps with inadequate rapport blocking progress, 
or with the complexity of the problem or lack of 
information permitting only a partial diagnosis." 
It may end with the mutual conclusion that the 
problem appears insoluble at the present time. 
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"Termination may bring some feeling of anxiety, 
or grief, or relief, depending upon the quality and 
intensity of the emotional interaction between the 
consultant and consultee." 


A listing of guides for a consultant in the 
consultative relationship follows: 


1. Developing a sense of the need for help, i.e., 
stimulating the acknowledgment of a need for 
change in the organization. 

2. Developing and defining an appropriate help- 
ing relationship with the organization. 

3. Clarifying or diagnosing the nature of the 
difficulties found in the organization that relate to 
the problem. 

4. Structuring possibilities for change and pro- 
moting the intention to change within the organiza- 
tion, 

5. Transforming intentions into efforts for change 
within the organization. 

6. Generalization and stabilization of the organi- 
zational change. 

7. Changes, development, and movement in the 
helping relationship with the organization. 


Effective relationships between consul- 
tant and client cannot be simply reduced to 


intellectualization or conceptualize 
The human factors involved are 
critical. The primary ingredient fo 
effective consultant-client relationsh 
confidence. “The consultant has a 
need for self-awareness. The more he 
and understands about his own value 
prejudices, his likes and dislikes 
quicker and better he can anticipa 
likely reactions and be able to cope v 
them without jeopardizing the consuli 
process." 4 
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Therapist-induced crises 


A major problem in therapy is the patient's 
resistance to change, despite the ineffective- 
ness of his methods of living. Adherence to 
recognized and long-standing patterns of 
reacting is difficult to modify because these 
techniques have been at least partly effective 
in coping with people and conditions in 
the past. The therapist, therefore, is often 
faced with a long and tedious process of 
trying to reduce, if not eliminate, the 
problems for which the patient seeks as- 
sistance. Yet many of us have noted that 
during times of crisis patients are more 
able to modify their attitudes and feelings. 
In this connection, Rapoport? has said: 
“People are more susceptible to influence 
during a state of crisis. Moreover, the 
amount of activity on the part of the help- 
ing persons does not have to be extensive. 
A little help rationally directed and pur- 
Posefully focused at a strategic time is more 
effective than more extensive help given at 
à time of lesser accessibility.” 

'The rationale for this premise is that 
the sudden and dramatic impact of a crisis 
Penetrates the formidable defense structure 
of the individual and taps the unconscious 
longing for change. This strong wish be- 
Comes exposed, shorn of its inhibiting 
Cover, and can then be utilized by the ego to 


in group treatment 


satisfy a real need rather than a neurotic 
one that has produced destructive behavior. 

A. crisis does not need to be hazardous or 
negative. It can be a decisive moment, a 
turning point in the lives of those involved. 
In the political sphere, war precipitates a 
crisis, and so does peace. With families as 
well, a crisis may mean an abrupt change 
that can lead to a more satisfying life for 
the individuals in it and for the family as 
a whole. 

To some degree, these critical periods are 
used by the occasional therapist. But we 
are not making maximum use of this 
method. If great movement occurs during 
a crisis, why should the therapist wait for 
one to occur? This seems like a hit-or-miss 
method. I suggest that we actually pre- 
cipitate a crisis when opportunities present 
themselves, under the restraint of sound 
professional judgment and under certain 
conditions, which I note below. 

My interest in this area was enhanced 
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during a group therapy session when a 
schizophrenic patient seemed so over- 
whelmed by his conflicts that he sat almost 
totally mute and assumed a passive, hostile 
attitude. While the other members of the 
group struggled with their problems, he 
looked like a stubborn child who wished to 
Írustrate his parents. Finally I turned to 
him and, in a quiet, matter-of-fact manner, 
said, "Mr. Jones, from what you indicate 
you are content to remain a vegetable." He 
became angry, later dropped out of the 
group, obtained a job, and rented an apart- 
ment. He moved away from his deprecat- 
ing parents and maintained himself on a 
more self-sufficient level for a considerable 
period of time, presumably to prove that 
Iwas wrong. Basically, however, he wished 
to be more adequate and vital. 

My major attempt to use this technique 
occurred with a group of relatives and re- 
gressed schizophrenic patients who had un- 
dergone very limited change for a year be- 
fore I entered the group. There were 
usually ten members present, patients from 
our day center with their parents. The ses- 
sions centered around the subject of mental 
illness, with the patients generally remain- 
ingsilent. Although they were over 30 years 
of age, these patients were often called 
"Johnny" or “Tommy,” as though they 
were children. 

"This perpetuation of infantilism has been 
aptly described by Shields? in this way: 


The too good mother cannot accept her child as 
a developing and differentiating organism. The 
nursing couple becomes an establishment, a per- 
manent state, subtly preserving an all-pervading 
mutual identification which actually amounts to 
infusion . . . the major consequence for the child is 
that separateness is not achieved. Both objec- 
tive and subjective experiences of reality become 
confused, and the delineation of personality be- 
comes an over-riding problem. “Me-ness” and 
"motherness" and even “otherness” are never 
wholly separated out. 


In the first group described below, the 
tenets of this analysis could be easily ob- 
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served. One mother expressed concern be- 
cause her adult son didn't drink his milk 
as often as he should. Another mother 
slept with her grown-up son whenever he 
became upset, and one insisted that she 
was "born a mother" and that no one 
would ever take this right from her. The 
fathers were also active in criticizing the 
patients, and one could not help wonder 
how they felt to see the emotional energies 
of their wives spent ceaselessly on their sons. 
Since they could not directly criticize their 
wives for performing their “motherly roles," 
they could handle the opposition (their 
sons) only by further castrating them. 

In this group the patients sat passively 
and as determinedly as their parents. They 
resisted by frustrating, passively control- 
ling, and nonverbally demonstrating 
through their resistance that their parents 
were failures, And so the battle lines 
were clearly drawn. On one side were 
the attacking, frustrated, guilt-ridden, be- 
wildered, but basically sincere parents. 
On the other side were the patients who 
said: "We are sick and you are bad par- 
ents; therefore, you must accede to our 
demands.” 

The crisis occurred when I insisted that 
the group had a choice of using either 
“Mr.” or “Mrs.” or first names in address- 
ing each other (except within the family), 
The parents protested. They were the 
seniors and said that they should com 
mand respect. I pointed out that their sons 
were adults and in the group would be 
treated that way and as family members, 
not as sick children. When the protests 
continued, I insisted that the alternative 
was to call every group member by her oF 
his first name. All sorts of "reasons" were 
found for objecting to this. One mother, 
for instance, said that she wouldn't d 
along with that plan because she just di 
not like her first name. Other rationalizz 
tions were offered by other parents. The 
co-leader (who had not been forewarn 


out the proposed change) questioned the 
om of my suggestion because in this 
day center the staff always addressed pa- 

nts by first name. Nor was I too sure of 

wn decisions. I wondered if I had 
ne too far and if the group would remain 
. But the rule stuck. The patients’ 


us cycle of the aggressive, infantilizing 
nts’ actions against the passive, baby- 
patients had brought confusion and 
$ to the family and to the individuals 
dt. 

"Throughout the ensuing months the 
nts continued to attend, and their at- 
against me persisted. One parent 
lied that I might be emotionally sick. 
ers called the patients by their first 
es, but were corrected or corrected 
lemselves while ridiculing this rule. One 
ple tried to sabotage the group by mo- 
olizing the time or engaging in chit- 
t and irrelevant conversation. When 
persisted, despite discussions of their 
avior (even to the point of their listen- 
to themselves on tapes of group ses- 
ins), the co-leader and I said that any one 
Apo did this would have to leave the 
Up. This couple became highly in- 
ant, but their son decided that he 


hed to or not. The parents wrote a 
hplaining letter to the director of the 
inter. He responded by stating that they 
uld continue in the group and discuss 
conflicts with me—either that or the 


inated. They returned. 

"Dramatic changes began to occur. There 
less talk about the patients’ illnesses 
more discussion about broader family 
ters. One mother told me privately that 
2 wanted to learn new methods of deal- 
P with her son's problems. The parents 
ed more about themselves. Then, 
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spontaneously, one of the fathers insisted 
that we focus more on the men (the pa- 
tients) in the group and hear what they 
had to say. In general they responded, ` 
and more consistently. The progress seen 
in both the patients and relatives was 
praised, especially when more responsibil- 
ities were assumed by the patients. Later 
the parents in question told the group they 
should have been “scolded” for their 
previous behavior. One couple who went 
away on vacation was gratified to see how 
well their son did on his own. I was es- 
pecially impressed months later when a 
new family joined the group and one of 
our patients explained the purpose of the 
meetings as “a means of helping the family 
members get along better.” 

Schizophrenia wasn't cured, but per- 
petually irritating conditions in the home 
were reduced. The parents’ guilt feelings 
were considerably lessened, and the re- 
maining vestiges of the patients’ dignity 
were preserved and, in most cases, enlarged 
through the group and day center activi- 
ties. The initial confrontation described 
above fostered a change in the relationship 
among the family members. The premise 
was that the mothers, despite their actions, 
got no real satisfaction from preventing 
their sons from maturing, and that the 
sons could never be successful any more as 
infants. I assumed that this shift in atti- 
tudes toward each other satisfied the more 
basic and real need. 

The second example is provided by a 
family group of parents and four children 
—John, 7; Bill, 13; Mary, 15; and Don, 16. 
The father originally came to the clinic 
because his children were unmanageable. 
He said that they seldom did anything to- 
gether as a unit. His anxiety symptoms 
were aggravated by their actions. He 
worked with his wife in a joint business 
that required long hours away from home. 
When they did have time to relax, they 
enjoyed doing things together. The chil- 
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dren (except for John) sought “fun” away 
from the home and ignored their assigned 
household duties. They all consented to 
come to the clinic for family therapy. 

In the early sessions, the children used 
the time to complain about each other and 
to flaunt the father’s authority. The ses- 
sions were characterized by bickering and 
defensiveness. ‘Their prime concern was 
“How much can I get from the family to 
please me?" They blamed others for the 
family problems. 

After eight sessions, when this ineffective 
pattern of behavior was presumably clear 
to the whole family, I decided to precipi- 
tate a family crisis. It occurred during 
the height of a bitter squabble when I 
looked deeply concerned and troubled by 
the activities. They stopped quarreling to 
note my reaction; and I said, calmly and 
firmly, "You keep telling me that the fam- 
ily situation is hopeless.” There was a 
momentary pause. Then the mother 
angrily said, “I resent that statement. 
We're not hopeless.” I carefully pointed 
out that when I saw this continued fighting 
with no let-up, they were the ones, not I, 
who demonstrated that the situation was 
a hopeless one. They left, feeling upset. 
The parents, especially, were bitter toward 
me. After the session, the co-leader told 
me that I had been “too hard” on the fam- 
ily. The word “hopeless” struck her as 
especially harsh. Reactions of co-leaders 
often help measure the penetrating effect 
of this method. In fact, the impact of a 
crisis situation is often deeply felt by both 
therapists, as well as by the patients in- 
volved. 

At the following session the mother de- 
fiantly announced that the whole family 
had gone horseback riding and had had 
a wonderful Sunday. I merely took note 
of their actions and let them enjoy their 
"victory" over me. From that time on 
there was much more focus on ways they 
could work together and enjoy each other. 
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In three months of weekly sessions com- 
munication among them improved, and 
the father's role became more clearly es- 
tablished. Not only did the family unit 
become more effective, but the children 
did much better in their schoolwork and 
other interpersonal relations. 

Here is a third example. We have a 
"couples group," and I was seeing in in- 
dividual sessions one of the woman mem- 
bers of one of the couples. She was one of 
six siblings. The senior of these was 
her brother. She both feared and admired 
her brother's position, seeing it as one of 
privilege and authority. But she thought 
that she was a special target of her 
brother's teasing and ridicule. Her hus 
band, a mild-mannered person, angered 
her on these occasions by withholding 
his opinions. His reason, he said, was that 
there was no use in his expressing himself 
since his wife wouldn’t pay any attention 
to his ideas. But she insisted that he 
ought to assert himself anyway. 

In individual therapy, the wife would 
often miss appointments, disagree with my 
opinions, and want to discuss inconsequem 
tial material. She and her husband were 
alcoholics, each taking turns in sabotaging 
the other’s efforts to change. Previous 
therapeutic attempts were not effective. 
She maintained control by using direct 
means and he, by refusing to give her the 
support she desperately needed. 

In the group she provided an oppor 
tunity for resistance by monopolizing the 
conversation and steering discussion away 
from meaningful feelings. The group, 3$ 
a whole, was unwilling to take a stand wi 
her, because, through her, they could avoid 
facing their problems. 

The crisis occurred when I told her she 
must stop discussing petty matters OT she 
would have to leave the group. I felt it 
necessary to demonstrate that she was 7 
omnipotent, capitalizing on her basic de- 
sire to be more dependent. She became 


ot 
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ant, then quiet. The others en- 
n a brisk discussion of my action. 
tof them supported me as having done 
was necessary. The next day the pa- 
complained about my “rudeness” to 
rector of the clinic, whose comment 
"Don’t worry you won't hurt Mr. 
This had a calming effect on her. 
"director said this to allay her fears 
t she had annihilated me. In fact, at 
$ next group session her husband ex- 
d surprise that I had returned. 
m that time on the husband began 
express his feelings toward her and 
ers. She also provided her own censor- 
D much of the time and expressed her 
lef that she knew what her husband 
hought of her and her actions. She was 
ased that he assumed more interest and 
d more directly in the family’s behalf. 
mths later she commented that this pe- 
Was a "turning point” for her. In my 
individual sessions we occasionally talked 
ormally. This was reassuring and face- 
ing since she interpreted it as my yield- 
to her to some extent. 
Tn another “couples group” situation I 
noted that a wife continually and severely 
berated her husband. She was an intelli- 
B nt and attractive woman who had a deep 
and profound social consciousness. Dur- 
one of her tirades I turned to her and 
d, “Mrs. Smith, because of your constant 
outbursts the beauty within you 
n't come through.” She was so stunned 
| this remark that she didn't "hear" me, 
when I repeated the statement. After 
? group members told her what I said, 
commented that no one ever used the 
“beautiful” in referring to her; in 
she considered herself the “ugly duck- 
ng” of the family. She subsequently made 
ore reference to herself and her needs, 
there was less attention paid to the un- 
g and useless hostility toward her 
and. 
"The statements designed to precipitate 
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a crisis (described in these three examples 
above) served as the beginning of a series 
of efforts to instigate change. Not every- 
one reacts the same way to stressful situa- 
tions, and this technique needs to be 
varied. 

Here let me note certain conditions un- 
der which one might precipitate a crisis to 
enhance success and reduce automatic de- 
fensiveness: 


1, There must be a basic understanding and ac- 
ceptance by the therapist of the individuals in the 
group who are directly involved in the precipi- 
tated crisis. "The purpose of this procedure is to 
instigate constructive change, not merely to shock 
or ridicule the patients Even when I am irri- 
tated I appreciate the patients’ need to preserve 
the known and familiar patterns of reaction. I also 
have respect for the efforts made by parents of 
schizophrenics, and I am aware of their feelings of 
confusion and deep emotional pain. 

2. The pattern of behavior being challenged 
should be so clear to those involved that when the 
crisis occurs they will feel that what the therapist. 
says is only a reflection of what they have already 
said or demonstrated. 

3. A crisis should never be precipitated solely on 
the basis of what the therapist thinks is best for the 
individual or family. There should be concrete 
evidence, based on a sound professional evalua- 
tion, that those involved really desire new methods 
of coping with their problems. 

4. Face-saving is essential Reaching out to 
those involved allays fear that you are attacking 
their integrity and total personality. I was just 
as “accepting” of those who had opposed me as of 
those who supported me during the crisis period. 

5. Individuals in groups should be helped to deal 
with the crisis situations that naturally develop 
within the group process. It is easier for some in- 
dividuals involved in a crisis to accept and handle 
comments from peers than from am authority 
figure. 

6. 'The proper use of authority can reinforce the 
efforts of the therapist. Very often a chain reaction 
of events is set off by the involved patient to test 

the validity of the therapist's impressions. "Those 
in administrative positions should be aware of the 
dynamics of the situation and should both support 
the therapist and be most considerate of the com- 
plaining patient. 
The crises situations referred to above 

accomplished more than just clarifying a 
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certain point or feeling. They utilized the 
latent desire of the patient for construc- 
tive change through a technique that was 
dramatic, shocking, and penetrating, yet 
supportive. This combination of factors 
is essential for the effective use of this ap- 
proach. The dramatic quality attracts the 
attention of the patient; the shock catches 
the usual defenses off guard so that what 
the therapist says or does penetrates to the 
basic troubling ambivalence. The thera- 
pist is then able to reinforce and support 
the positive side of the ambivalence so that 
the patient can become free to act without 
the dragging effect of doubt and uncer- 
tainty. Insight and self-awareness usually 
occur after new methods and attitudes are 
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experienced, especially when the group 
provides continuing opportunities for self- 
evaluation. 

This approach, along with the other 
methods, has resulted in favorable, and 
often rapid, therapeutic movement in both 
individual and group therapy. We may 
recognize the right of a patient to be a 
"mess" if he wants to, but we also have an 
obligation to strengthen that part of his 
personality which indicates his desire to 
become a more effective and vital person. 
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Contemporary crisis theory was developed 
by Erich Lindemann and Gerald Caplan, 
two psychiatrists at the Harvard University 
School of Public Health. The theory de- 

- veloped from Lindemann’s? study in 1943 

of the bereavement reactions among the 
survivors of the Boston Cocoanut Grove 
fire. He observed that grief is a necessary 
and natural reaction following bereave- 
ment, and that “grief work” passes through 

a series of phases. Some persons adapted 
successfully to the loss after four to six 
weeks of “grief work,” whereas others de- 
veloped psychiatric or psychosomatic ill- 
de or experienced abnormally prolonged 

ef. 

„In 1948, Lindemann and Caplan estab- 
lished the Wellesley Project, a community- 
_ wide program for mental health in a town 
near Boston, with special emphasis on pub- 
lic health methods of preventive interven- 
tion. They postulated that “there are both 
- adaptive and maladaptive ways of meeting 
- arange of emotional hazards during the life 
cycle, each one of which may have signifi- 
. Cit consequences for later psychologic 
Soundness and ability to cope." Certain 
important definitions emerged from their 
Studies: 2 


. An emotionally hazardous situation—a situation 
is which a sudden change in the field of social 

ICes causes a person's relations with others, oF his 
*xpectations of himself, to change. 


Crisis intervention 


Crisis-a term reserved for the acute, and often 
prolonged, disturbance to an individual or to a 
social orbit as the result of an emotionally hazardous 
situation ("crisis" is not the same as *'emergency"). 


The Conceptual Framework of 
Crisis Theory 


Speaking generally, as a person faces 
problems in his daily life he may become 
temporarily emotionally upset, but soon re- 
turns to his former point of stable equilib- 
rium. These temporary upsets are usually 
managed by previously learned techniques, 
tolerance of the tension, hopeful expecta- 
tion of a successful resolution (based on 
previous successes), and various methods of 
tension discharge. When the problem is 
greater, however—when it touches the per- 
son at a vulnerable spot, the previous prob- 
lem-solving methods are unsuitable, the 
stress situation is of great intensity, or 
several problems impinge all at once—then 
the person may move from an emotionally 
hazardous situation into a crisis state. 

Caplan divides the crisis period into four 
phases. In the first, there is a rise of ten- 
sion, of unpleasant affect, and some dis- 
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organization of behavior, following the im- 
pact of the hazardous situation and the 
calling-forth of the usual problem-coping 
behavior. In the second phase, lack of 
successful resolution and continuance of 
the hazard make the tension worse. In the 
third phase, the tension reaches a point 
where additional internal and external re- 
sources are mobilized. At this stage the 
problem may get better; emergency prob- 
lem-solving methods may be used; the 
problem may be defined in a new way; or 
certain goals may be given up. In the 
fourth phase, major disorganization occurs 
when the problem continues and cannot 
be solved or avoided or freshly defined. 

From these conceptions there are im- 
portant corollaries for interceptive action. 
A small influence can produce a great 
change quickly because the person is in 
precarious and painful disequilibrium. 
The intervention of another person—a 
member of the family, a perceptive profes- 
sional, a sensitive friend—can significantly 
affect the outcome for the better. The first 
six weeks are pivotal. Another point is 
that the outcome of the crisis is not ir- 
reparably determined by previous experi- 
ences, but is shaped by current and perhaps 
unique psychologic and situational forces. 
The third corollary is that the new equilib- 
rium may be at a more adaptive level than 
before: positive changes may be achieved, 
with enduring results in terms of coping 
skills for future stresses. 


The Model of Pent-Up Grief 


To understand crisis and reactions to it, 
the model of pent-up grief, or blocked 
emotion, may be studied. It would be more 
precise to call this a blocked-recognition 
and blocked-emotion model, but the term 
“pent-up grief” is an everyday, immediately 
understood expression. The model per- 
tains to loss and grief, but it holds also 
for other emotions. 

The model has two stages: first comes the 
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precipitating event; then follow the cogni- 
tive, emotional, and behavioral responses. 
One or both stages can be blocked from 
awareness and from full recognition and 
experiencing. 

The first stage, the precipitating event, is 
the external happening that triggers the 
“crisis,” the “what” that went wrong. In 
pent-up grief this is the loss of an important 
person through death or absence, or the 
threat of such a loss; other losses, such as 
loss of self-esteem or loss of a body part by 
injuries or operations, are similarly experi- 
enced. 'The second stage is twofold: the 
response to the loss with recognition of 
the loss and feelings of hurt, sadness, and 
anger, and, often simultaneously, the de- 
fensive warding-off of recognition of the 
loss and of conscious experiencing of grief. 
(In the extended crisis model, there is a 
third stage: the response of the social orbit 
to the primary person's changed behavior.) 


Over-all Strategy in Crisis Intervention 


In therapy the focus of most interven: 
tions is the defenses against recognition and 
experiencing of loss and grief. There are 
four concomitant operations: 


1. Identify (to yourself) the precipitating | 


stress event. ; 

2. Discern (for yourself) the defensive 
maneuvers employed against the responses 
to the precipitating stress event. 

3. Acquaint the client with the mam 
(most powerful) defenses he is using against 
recognizing and feeling the responses. | 

4. Acquaint him with the precipitating 
event and the responses to it that he is ward- 
ing off. 

Here are two illustrations of quickly 
focusing on the uppermost conflict of de- 
fense and emotion, the point of urgency: 

Mrs. A. began the interview by saying that 
had been, and was, trying hard to control her scil 
ings. She looked constrained, sad, and depte id 
her controls over feelings were succeeding: she bi 
not slept for the last several nights. My first foo 
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ing comment was that she looked depressed. She 
replied that she was not depressed, she was very 
tired. I then began to focus on the constraint she 
exerted on her impulse to weep and, in the inter- 
change during the rest of the session, pointed out 
the useful consequences of her weeping, now or in 
her own good time after she left. The focal conflict 
was her conscious restraint of upsurging impulses 
to weep and sob. She disapproved of crying: “It’s 
weakness; it won’t do any good; my mascara will 
run; I've done it already (she hadn't; it won't 
solye any problems about whether to go back to 
work, about my husband, or about my son.” 

Mrs. B. opened the interview by reporting she 
felt disgusted—with herself, she said. She was 
constrained, taciturn, sad, and detached. I at- 
tended to the focal conflict around the now auto- 
matic detachment from, and disapproval of, re- 
proachful thoughts toward her husband because of 
recent gambling losses. In retrospect, I think her 
withdrawn, detached, sulking conduct, a living re- 
proach to her husband, was probably closer to 
awareness and could have been more productively 
dealt with. 


Two Aspects of Psychotherapy 


There are two aspects of psychotherapy, 
or healing through meeting: the human, yet 
professional, relationship, and the subject 
Matter of the encounter. One type of sub- 
ject matter has just been discussed. The 
human relationship is the matrix in which 
the subject matter is dealt with. 

The desired qualities in the relationship 
are: 

l. Equality of social power. The two 
Participants are equal in power over each 
other: each can dismiss the other, or with- 
draw (with the proviso that the professional 
Person is required by his ethics to give 
Notice and assist the patient to find a suc- 
cessor). "The two participants are not equal 
m knowledge. The professional is an 
expert in his field, but this does not make 
the patient in any way subordinate to him, 
nor he superordinate to the patient. 

2. Presence. The professional person is 
to be present as a human being, a person. 
He should be interested, concerned, em- 
Pathic, attentive, responsive (the root mean- 
ing of "responsible" is “to respond”), mod- 


143 


est, nonpunitive, nondestructive, receptive, 
He is to be ready to share selectively with 
the patient some of his inner responses to 
the meeting. 

3. Confirmation of the other. The pro- 
fessional confirms the other as a person, 
in his “personhood,” as Martin Buber has 
termed it. This implies acceptance and 
respect for the other, and helping him to 
use all of his adult resources. 

Without realizing it, the counselor may 
encourage regressive behavior (that is, a 
return to ineffective and childhood ways 
of behaving). Elsewhere? I have listed 
several ways this is unwittingly done. Al- 
most everything that keeps the client fo- 
cused on the immediate encounter and on 
recognition of the counselor's limited pow- 
ers and his own (frequently unused) re- 
sources opposes regressive behavior. Al- 
most everything that takes the client away 
from the here-and-now meeting and the 
“what” of his difficulties may foster re- 
gression. 


Grief 


More than half of those who come to a 
walkin clinic have unvented grief. Grief 
is a compound emotion: sadness (hurt) and 
anger over the loss of a person. We miss 
the absent one and we do not like it that 
he left; we are angry with him for leaving. 
It does not matter that he left by death; we 
are angry at him for departing. This seems 
irrational, but it is very human. 

Grief is a primitive emotion, originally 
fierce in its expression. We have tamed. 
it—too much so for our own good. Like 
any emotion, grief is expressed in thoughts, 
words, dreams, actions, and, characteris- 
tically, weeping. Tears are a natural way 
for humans to get relief from their feelings. 
Tears are uniquely human: no other animal 
weeps tears except the dog, who has been 
domesticated so that he is like us. 

Grief for a significant person lasts about 
a year, Bereaved persons need to set aside 
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time to grieve, to think about the dead one 
and to weep. Unvented grief has undesira- 
ble consequences: a persistent constriction 
of all emotions, a loss of spontaneity, endur- 
ing somberness. 

All sorts of methods (defenses) are used 
to ward off recognition and experiencing 
of grief. These methods are acquired from 
parents and others by example. The de- 
fensive maneuvers themselves (constraint, 
muscle tightness, and others) can produce 
distress and disability, adding to the orig- 
inal pain of grief. 


Successful and Unsuccessful Mourning 


Lindemann? observed that the main 
characteristic of healthy, successful mourn- 
ing was preoccupation with the image of 
the deceased, usually centering on numer- 
ous memories of joint activities with him. 
This is the essence of mourning: the sur- 
vivor reviews his life with the deceased and 
realizes, with each revived memory, the 
pain of his loss and its permanence. With 
suffering he owns up to his loss. 

Among the unsuccessful mourners, who 
later developed various illnesses, Linde- 
mann found combinations of the following 
reactions: more business activity than usual, 
and diversion of much interest to the 
problems of daily life; no weeping; feeling 
little or no pain, either feeling numb and 
empty or showing a strange cheerfulness; 
marked hostility, often directed at the 
physicians and nurses who cared for the 
deceased; no preoccupation with the de- 
ceased, and an inability to bring to mind 
an image of the deceased. 

Caplan * has written: "Experience has 
shown that to help such people to grieve 
successfully it is not necessary to know the 
inner psychological reasons for their being 
hampered in this regard . . . all that seems 
important is to get them by whatever means 
to dwell on the image of the deceased and 
to go over and over in their minds the 
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many activities which they shared with him 
in the past, in order little by little to realize 
that from now on he will be missing from 
their lives." 


Suggestions for Conducting the Interview’ 


l. What does the applicant want from 
you now? Very often the applicant will not 
be clear about this; he will need your as- 
sistance in clarifying, specifying, and detail- 
ing his request. Investigating his request 
will naturally lead into what is going 
wrong or has gone wrong, and what de 
cided him to apply for help; but these 
are matters separate from what he wants 
from you at this minute. 

Clarifying his request will lead into his 
imaginations (or fantasies) about your pow- 
ers and resources, and his lack of power and 
resources. He has fantasies about your 
healing power and your destructive power. 
His plea may be a cry for help in the game 
of helplessness and hopelessness (depend- 
ency). He may wish for a magic cure from 
you and believe that you are willfully with- 
holding it, or that it is in your desk drawer 
and will be issued to him after he has 
earned so many credit-hours by attending 
sittings with you and giving lip-service com- 
pliance to whatever you say. d 

In terms of life games 9 or life projects 
he may unconsciously want you to instruct 
him (give him a formula, a series of magt- 
cal words, a prescription for conduct) in 
how to play his life game better, that 1$ 
with less pain and more gratification, and 
without changing the game, the pattern of | 
reciprocal exploitation with his partner - 
He may wish you to supply a new or better — 
partner, or coach him in how to coerce - 
his present partner more effectively. The 
applicant may wish to have his "case 
judged by you, and its superior merits 
endorsed by you, in his contest with his 
partner. Or he may wish for an adverse 
judgment, with punishment and penance 
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imposed. He may seek to induce a repri- 
mand or a dismissal from you, in his life- 
long pattern of provoking rejection. 

He may wish to be constrained from in- 
juring himself or attacking another. He 
may long for an injection of hope. He 
may wish for comfort for his pain and 
grief, and detest himself for his longing. 

2, What decided the client to consult 
you at this time? Asking the client this 
may quickly lead into the life situation that 
has changed or deteriorated. The wording 
of this question defines a professional re- 
lationship and emphasizes the cognitive 
and decision-making resources of the per- 
son. It emphasizes the what of the per- 
son's situation rather than feelings that 
may be vague and more remote from his 
awareness at the particular instant. 1t 
underlines the present moment as the focus 
of joint scrutiny. 

3. The client must be encouraged to 

"experience" his emotions, to examine 
them, to *own up" to them, to feel them 
fully, as emotions. This is not easy; in- 
deed, getting the person to fulfill this as- 
signment may mean requiring him to do 
as much, at the moment, as he possibly can 
do. He must be, somehow, stopped from 
sinking into unspecified, unscrutinized, 
emotional stirrings. 
_ Our emotions are what move us to ac 
tion: emotion. Emotions are almost al- 
Ways connected with a person and what we 
want from him or didn’t get from him. We 
are angry at someone for what he did, or 
did not do. We feel shame with regard 
to someone for what we did or thought. 
Emotions are the affective coloring of our 
desires (our goals) toward someone. There 
is only a handful of specific emotions: fear, 
shame, anger, guilt, sadness, joy, sexual 
desire, grief. 
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I am interested in what the client is ex- 
periencing while he is with me, and I may 
put it to him just like that: "I'm curious 
about what you are experiencing right 
now.” Then I see how well he is able to 
discern his own feelings. Most of us have 
not been taught this skill We have 
learned how to keep our emotions vague. 
We have learned all the imprecise words 
for feelings: tense, nervous, upset, dis- 
turbed, bad, frustrated, bothered, agi- 
tated, aggravated, overwrought, tired, 
lousy, depressed, and so on. i 

Either the client's present emotions are 
giving him distress, or the automatic con- 
straint (repression) of these emotions is 
producing distress of a second order. There 
is a reduction in distress from both sources 
when he can acknowledge the constraining 
actions and put the emotions into thoughts 
and words. This starts a benign circle— 
thought, verbalization, sharing, new per- 
ceptions, augmented coping resources—re- 
placing the vicious cirde of increasing 
tension and further demoralization. 
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Client-centered therapy: a theory 


of interpersonal relationships 


Perhaps no other counseling method is 
more widely used and none as misunder- 
stood as client-centered therapy. Looked 
upon with indulgence by some, with scorn 
by others, alternately known as “nondirec- 
tive counseling” or “hum hum therapy,” it 
attracts, because of its deceptive simplicity, 
many beginning therapists, who quickly 
desert it in search of what they consider a 
more dynamic and sophisticated approach. 
One of the reasons for this quick infatu- 
ation (and equally quick disillusionment) 
is that the emphasis is usually placed on 
the technique with little awareness of the 
underlying principles which, not restricted 
to counseling, spill over into all areas of 
human relations. A clear understanding 
of these principles, of the fact that the 
technique is subordinated to them and not 
Mr. Naar is counseling psychologist at the Psycho- 
logical Service of Pittsburgh, Pittsburgh, Pa. 
This paper contains no original contributions and 
is simply the author's interpretation of Carl 
Rogers’ ideas. No other acknowledgment will 
therefore be made to Rogers except when direct 
quotations are used. The principal reference is: 
Rogers, Carl: On Becoming a Person. Boston, 
Houghton Mifflin, 1961. 
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vice versa, may result in a lesser but more 
fervent and more efficient number of ad- 
herents. 

Two fundamental assumptions lie at the 
core of client-centered therapy. Unless 
they are genuinely subscribed to, there 1$ 
little likelihood that this type of counseling 
will greatly help the client or meet the 
needs of the therapist. The first assump- 
tion (one could even call it a belief) is that 
the human organism has within itself the 
ability to grow, the tendency to move in the 
direction of maturation, indepen 
and autonomy. Critics of dicate 
therapy often point out that many indivi 4 
uals, if left to their own devices, will, E | 
stead of moving forward, regress toWar ; 
greater dependency. That is indeed p | 
and clientcentered therapy does n9 
naively claim that man acts, at all times, ! 
a responsible and mature fashion. Why, 
however, is he sometimes prevented from 
self-actualization, blocked in his forwate 

ing tendency? ^ 
S bum ion of one's self are not bs 
knowledged. Many experiences are y 
allowed into awareness because they ate 
incongruent with that artificial self whi 
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is built and maintained for other people's 
consumption. To recognize all aspects of 
one's self, to become truly aware of all 
one's experiences, raises too many anxie- 
ties; and much energy is spent keeping 
defenses up and maintaining the mask 
necessary for the role one plays. As self- 
understanding and self-acceptance in- 
crease, then the direction becomes increas- 
ingly one of progress, with no road blocks 
and no dead ends. 

The second assumption is that man 
should be free to choose his direction, 
whatever it might be, free to make his 
decisions and stand or fall by them. In all 
areas of life (especially in the counseling 
situation) it is hard to resist the tempta- 
tion to inject one's own views, beliefs, and 
opinions about what is right or wrong for 
another person. It is not easy for the 
therapist to abdicate his traditional role 
of a wise, all-knowing, omnipotent guide 
and grant to the counselee the privilege to 
be what he wants to be, choose his own 
goals, and grow in his own unique manner 
and at the pace he has chosen. 

These, then, are the two beliefs which 
should be held by those who engage in the 
type of relationship which occurs in client- 
centered therapy, be this relationship with 
a client, a relative, or any other fellow man. 
Client-centered therapy has been charac- 
terized as “deceptively simple.” But, 
while the technique sounds uncomplicated, 
Not everyone can subscribe emotionally as 
well as intellectually to these two assump- 
tions. 

The therapeutic relationship acquires a 
number of unique characteristics, some 
contributed by the therapist and some, 
eventually, by the client. Acceptance, un- 
derstanding, and an honest attempt to be 
one’s true self should characterize the re- 
lationship on the part of the therapist. 
These are words which, used so often, have 
acquired a number of ambiguous mean- 
ings. Perhaps it would be well to define 
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them in the context of client-centered 
therapy. 

To accept a person is to consider this 
person as being unconditionally valuable 
and worthy; it is to respect the person no 
matter how negative or alien his beliefs, 
values, and attitudes may be; it is an ac- 
ceptance of these feelings and attitudes. 
Acceptance does not imply approval or 
endorsement. It is, however, granting to 
the other person the right to feel the way 
he wants to feel and hold the values he 
wants to hold, without judging or evaluat- 
ing him. 

As already stated, acceptance of the 
client and respect for his worth and dignity 
should not be conditional on what he feels 
or thinks, on what he has done in the past 
or intends to do in the future. This kind 
of acceptance is difficult to practice. Even 
in the important area of parent-child re- 
lationships, many parents who consider 
themselves good, warm, and loving are not 
capable of accepting and loving their chil- 
dren unconditionally, of conveying the 
feeling that “you, my child, are loved with 
no strings attached." There is no worse 
type of insecurity than that bred by a love 
that is given and then taken away. Adults 
and adolescents are, in that respect, no 
different from children; and it is only in- 
sofar as they feel secure and safe from re- 
jection that they can afford to start letting 
their guard down. 

Understanding is the second character- 
istic of the relationship. This is different 
from the intellectual type of “understand- 
ing” to which we are accustomed. In the 
context of client-centered therapy, “under- 
standing” is the ability to see things not 
only from one’s own point of view, but 
also from the point of view of the other 
person. It is to perceive the world as per- 
ceived by the other person. It is the abil- 
ity to put one’s self in the client’s shoes, so 
to say. To use an inelegant but pic- 
turesque expression, it is to vibrate on the 
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same wave length, feel with him instead 
of for him. If this is achieved, the thera- 
pist will be able to put into words the 
"feelings" of his client and to help him 
unravel the web of emotions, distorted at- 
titudes, and misperceived meanings that 
hamper and delay growth. 

Finally, the therapist should attempt to 
be his real self. "This is a goal toward which 
both counselor and client continually strive. 
Rogers has suggested that an adequate way 
to explain the meaning of this concept 
is to discuss the direction toward which 
one goes and the attitudes which he dis- 
cards and leaves behind as he gradually 
recognizes, accepts, and is able to be what 
he "truly is^ The initial step is away 
from something one is not. It implies a 
gradual willingness to drop the mask and 
stop pretending. This makes it easier to 
move away from what one thinks he 
"ought to be," away from the stereotype, 
the mold, into which one is forced, often 
against his wishes. If this can be achieved, 
then one is free to be what one really is, 
unshackled by tradition, by cultural and 
environmental demands. It is conceivable 
that this may coincide with what others 
want him to be. But, then, the person 
will be what others expect him to be be- 
cause he has chosen this path regardless of 
pressures and expectations. He will live 
for himself, and not to please others. He 
may be kind or charitable not because it 
may be the “proper” thing to do but be- 
cause it will be his choice to behave in that 
manner, perhaps because of a bond felt 
with his fellow men. 

What happens when two people meet 
and the relationship is as described above? 
How does the second person react, and 
what are his contributions? When one 
feels secure in a relationship, when one 
knows that no matter what he says, what 
horrible things he may reveal about him- 
self, he will still be accepted, he is able not 

only to allow the therapist to look at him, 
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but, much more important, to face himself, 
This process could, perhaps, be illustrated 
by the comments of a former client, a 20- 
year-old nursing student. An attractive and 
very bright person, she was constantly un- 
der the impression that people were talk- 
ing about or criticizing her. She would 
often withdraw for weeks at a time and 
come out of her room only for classes or 
when on duty. After a number of coun- 
seling sessions, she was able to say, “You 
take me as I am and I feel comfortable 
here.” In a subsequent interview, she re- 
marked, “It is almost as if what people 
think of me is less important than it used 
to be, almost as if I, now, have suddenly 
become important.” 

When the other person in the relation- 
ship feels understood, in terms of under- 
standing as previously defined, he is en- 
couraged to express himself because he no 
longer utters words void of meaning, but 
reveals feelings important not only to him 
but to someone else as well. These feel- 
ings are shared; the client is alone no more. 
And when these twisted, burning, Con- 
fusing emotions are gently rephrased and 
reflected by the counselor, the client 
chooses to express himself even further 
because of his need to understand and 
grow. ; 

As the relationship unfolds, the dient 
slowly begins to accept himself with his 
weaknesses and limitations, but also with 
the full and wonderful awareness of his 
potential He will no longer want to be 
something he is not; yet he will not fear 
to try new things at the risk of failing, be 
cause failure will not shatter a once (but nO 
longer) artificial self. He will not E 
afraid truly to experience his feelings, W! 
discover and “own up" to many hitherto 
unknown wonders within himself and Ye 
move what a former client was fond of ca™ 
ing her “pink glasses.” He will be able to 
see that the world is not all sweetness 2” 
smiles, that there is much beauty but also 
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much ugliness around him as well as 
within him, and that neither he nor others 
are “bad.” He will be better able to look 
at himself without going to pieces, and to 
accept himself with all the good and all the 
bad. 

Technique in client-centered therapy is 
but an outgrowth, a logical deduction of 
the principles outlined above. If a coun- 
selor genuinely believes that his client is 
entitled to make his own decisions, he will 
refrain from influencing or directing him; 
if he believes in man’s ability to grow, he 
will accept such decisions no matter what 
they may be. An inadvertent “directive” 
statement by a counselor who has been able 
to convey his acceptance and understand- 
ing may be no more harmful than a rigid 
adherence to a noncommittal and nondi- 
rective attitude in a counselor whose client 
feels neither accepted nor understood. 

One point remains to be made. Can 
this type of interaction be confined to a 
counseling situation? Can one compart- 
mentalize, hold a set of values under 
certain circumstances and shed them under 
Others? Is not the counseling interview 
but one aspect of interpersonal relations? 
Is it not reasonable to assume that, if a 
relationship of this nature can be created 
in any situation, the same results may 
Occur? Could this be the beginning of a 
new era in human relations, one based 
neither on fear nor on a Pollyanish and 
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unrealistic love for all mankind, but on 
trust and respect for one another? To 
quote Rogers' formulation of this hypoth- 
esis: 


If I can create a relationship characterized on 
my part: 

by a genuineness and transparency, in which I 
am my real feelings; 

by a warm acceptance of and prizing of the other 
person as a separate individual; 

by a sensitive ability to see his world and him- 
self as he sees them; 


Then the other person in the relationship: 


will experience and understand aspects of him- 
self which previously he has repressed; 

will find himself becoming better integrated, 
more able to function effectively; 

will become more similar to the person he would 
like to be; 

will be more self-directing and self-confident; 
will become more of a person, more unique and 
more self-expressive; 

will be more understanding, more acceptant of 
others; 

will be able to cope with the problems of life 
more adequately and more comfortably. 


(Rogers, op. cit., pp. 37-38) 


This, then, is client-centered therapy, as 
understood by this author. There may be 
other, more laborious, more sophisticated 
methods, but none that brings us closer to 
our fellow men, that fills us with such sad- 
ness and hope as we experience the other 
person’s depths of misery and witness his 
valiant struggle for a better and fuller life. 
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EMERGENCY AND BRIEF 
PSYCHOTHERAPY 


By Leopold Bellak and Leonard Small 
New York, Grune and Stratton, 1965. 253 bb.; $975 


Conventional psychotherapy is one of the 
longest treatment procedures in all medi- 
cine. This curtails its usefulness, reduces 
the therapist's case-load, limits the quality 
and quantity of beneficiaries, and leads to 
considerable expense on the part of the 
patient. Most psychiatrists, however, are 
reluctant to accept patients for short-term 
psychotherapy. The traditional argument 
is that if it took 35 years to develop a psy- 
choneurosis, why consider two years as too 
long to cure it? 

Nevertheless, there has been an incessant 
demand for some kind of short cut, not 
only for the reasons stated (time, expense, 
and case-load), but also because many acute 
and panic situations demand prompt treat- 
ment. The stereotyped answer to this de- 
mand has always been: “There is no such 
thing as first-aid psychotherapy." With 
the advent of the tranquilizer drugs, pa- 
tients and practitioners turned to medica- 
tion for acute panic states or for psychiat- 
ric first aid. To this, the psychotherapists 
reacted by developing a true emergency or 
short-term psychotherapy. Leopold Bellak 
has unquestionably been the pioneer here; 
and, in this volume, he and Dr. Small offer 
a guidebook to the procedure. Together 
with Wolberg’s Short Term Psychotherapy 
(an anthology of papers by nine different 
authors, also published by Grune and Strat- 
ton), this volume forms the foundation for 
a new library of psychologic treatment. 

The present text is a lucid presentation 
of the indications for, and techniques of, 
emergency and brief psychotherapy. There 
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is occasional concealment of ideas behind | 
somewhat shopworn psychoanalytic jargon 
(narcissistic, anal, reality testing, symbiotic, 
and so on); but, on the whole, the theses 
are transparently presented. We learn | 
here that the therapeutic process may be 
initiated over the telephone; that a male 
therapist treating an adolescent boy should 
not shake hands with him (it might stimu- 
late homosexual anxiety), and that, if his 
patient is a flirtatious female, he “should | 
not permit himself even to smile.” The 
authors recommend the analytically stand- | 
ardized if somewhat cynical philosophy: 
“What the patient says must be suspect and | 
examined for its possible latent content. 

(Watch out for the patient who says it's a 
pleasant day outside.) K 

The authors include an interesting dis 
cussion of the psychodynamic interpreta 
tion of somatic conditions. One woman, 
for instance, perceived a peptic ulcer as an 
“oozing pus-like hole." And, as Bellak and 
Small remind us, "Needless to say, there 
were vaginal implications." Another 
woman expressed a fear of pregnancy by à 
fear of tuberculosis. (She "identified tu 
berculosis germs with sperm in a fantasy of 
oral impregnation.") There would seem 
to be ample room for tracking down the 
latent content of somatic symptoms. 

In one chapter, the authors marry pSY | 
choanalytic doctrine to learning theory, 
and produce an interesting and, in many 
respects, effective and useful liaison. — 

The book ends with an 80-page verbatim. 
transcript of successful therapy in à g 
pressed woman. As with many verat 
reports, the case seems to be more enchan 
ing to listen to than to read about. n 

Bellak and Small, unlike some of the! 
more orthodox (“compulsive”?) brethren, 
do not scorn adjuncts to psychotherapy 
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electric shock, manipulating the envi- 
ronment, education, and drugs. On the 
contrary, they point out not only the limita- 
tions, but also the usefulness, of these ad- 
juncts.—HERBERT Bornm, M.D., New York, 
N.Y. 


NEW INTRODUCTORY LECTURES 
ON PSYCHOANALYSIS 


By Sigmund Freud (translated from the 
German by James Strachey) 


New York, Norton, 1965. 202 pp.; $4.50 


This edition of the New Introductory Lec- 
tures on Psychoanalysis is a recent transla- 
tion from the German, the text being the 
same as that in the standard edition of 
The Complete Psychological Works of Sig- 
mund Freud. These lectures were first 
published by Freud in 1933, some fifteen 
years after the original series of lectures 
to which they were to be a supplement. 
The first English translation appeared in 
the same year. 

The collection includes important essays 
on dreams, occultism, anxiety, and fem- 
ininity most of the content of which has ap- 
peared in other works. There are some 
new elaborations and explanations that 
are helpful in a further exposition of 
Freudian theory. The lectures are sup- 
plemented by many excellent footnotes 
that clarify and offer references for deeper 
penetration. 

The two lectures that seem to have the 
greatest appeal are those on applied psy- 
choanalysis. Freud's discussions and pre- 
dictions are of such timely interest that 
they capture our attention completely. 
In approaching the question of psycho- 
analysis and education, Freud points out, 
Education has to find its way between the 
Scylla of non-interference and the Charyb- 
dis of frustration.” He suggests that, in 
Order for education to achieve the most 
and damage the least, it must take into ac- 
count the individual and constitutional dif- 
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ferences among children so as to determine 
optimum “dosages.” After indicating the 
problems of the educator, he concludes, 
“The analysis of teachers and educators 
seems to be a more efficacious prophylactic 
measure than the analysis of children them- 
selves, and there are less difficulties in the 
way of putting it into practice.” 

Freud reviews frankly not only the power 
of the psychoanalytic procedure, but its 
limitations as well. He states, “The ex- 
pectation that every neurotic phenomenon 
can be cured may, I suspect, be derived 
from the layman’s belief that neuroses are 
something quite unnecessary which have 
no right whatever to exist. Whereas in 
fact they are severe constitutionally fixed 
illnesses, which rarely restrict themselves 
to only a few attacks but persist as a rule 
over long periods or throughout life.” He 
suggests that a continuous awareness of this 
fact would call for a greater selectivity in 
the choice of patients and candidates for 
psychoanalysis and would thus lead to more 
optimistic prognoses. 

In the chapter on a Weltanschauung 
Freud examines the religious outlook and 
compares it with the scientific one. Recent 
pronouncements from members of religious 
groups favoring the acceptance of psycho- 
analysis into the armamentarium of "puri- 
fication" constitute an interesting hybridi- 
zation that merits a review of Freud's ideas. 
Similarly, the re-introduction of the profit 
motive in Russia sends us back to this chap- 
ter to read: 

It (Russia) hopes in the course of a few genera- 
tions so to alter human nature that people will 
live together almost without friction in the new 
order of society, and that they will undertake the 
duties of work without any compulsion . . . The 
future will tell us; perhaps it will show that the 
experiment was undertaken prematurely, that a 
sweeping alteration of the social order has little 
prospect of success until new discoveries have in- 
creased our control over the forces of nature and 
so made easier the satisfaction of our needs. 


This reedition of Freud's New Intro- 


drm A 


152 


ductory Lectures on Psychoanalysis will 
serve as a reminder of the greatness of this 
man, who could probe so deeply and with 
such foresight at a time when dynamic 
psychology was in its infancy.—RAYvMOND 
H. Gent, M.D., Maplewood, N. J. 


THE PATHOLOGY OF THINKING 


By B. V. Zeigarnik (translated from the 
Russian by Basil Haigh) 


New York, The Consultants Bureau, 1965. 211 pp.; 
$12.50 


Here is a stimulating summary of what 
must have been a tedious research in cere- 
bral pathology and human psychodynam- 
ics, Dr. Zeigarnik has little use for the 
conclusions developed in capitalist coun- 
tries such as Austria and those of the West 
generally. She seriously mixes her poli- 
tics and her psychology. She characterizes 
as “modern” all data derived from the 
MarxistLenin philosophy. (“All investi- 
` gations of intellectual disturbances," she 
assures us, should "rest on the Marxist- 
Lenin theory of cognition") But the 
author doesn't like Freud, does like Ges- 
talt theory, and doesn't like projective 
techniques. 

What we consider thinking disturbances 
are, she suggests, due simply to an attitude 
of indifference toward what these patients 
are doing and to the absence of “self regu- 
lation.” The author asserts that thinking 
disturbances are disturbances of activity 
of life itself and not of inborn mental 
faculties. 

This monograph offers an accurate de- 
scription of some psychiatric disease en- 
tities such as “mania.” And Dr. Zeigarnik 
warns us that the results of experimental 
psychologic investigations should not be 
universally or indiscriminately used for 
diagnostic purposes. 

A preface by Dr. A. R. Luria is, in itself, 
of great interest and contributes in large 


measure to a better understanding of the 
author and her interesting book. 

The serious student of modern psychia- 
try and psychology will find this thought. 
provoking work well worth reading, de 
spite its obvious limitations. Many of the 
author’s ideas, however, are in need of 
further clarification and more objectivity; 
they ought to be freed from national bias, 
which should haye no place in scientific 
writing.—K. K. Berman, M.D., PH.D., East 
Orange, N. J. 


HUMAN GROWTH AND 
PERSONALITY DEVELOPMENT 


By J. H. Kahn 


London, England, Pergamon Press, 1965. 220 ppi 
25 shillings 


This book is based on lectures for training 
courses for social workers, probation of 
ficers, nurses, and health officers. As such, 
it is necessarily a sketchy primer, and not 
meant for experienced professionals in 
mental health. However, it is a brilliant, 
brief summing-up of what helps and what 
hinders the development of a healthy per- 
sonality. To what has been culled from 
the vast literature on this subject the 
author has added new concepts or inter 
pretations of his own. 

In a biographical manner, Dr. Kahn 
traces the intellectual, physical, emotional, 
and social stages of growth and develop 
ment and the problems attending €a 
stage, from birth to death, and the ue 
strains, and pitfalls of each period, whi 
are assumed to be basic to all humans, dê 
spite differences in cultural settings. be 
example that is presented is the emotion#! 
and social impact of the English lev 
tional system on the individual; the Ee 
tional system is thoroughly described, i 
its exposition is most interesting, especi a 
when Dr. Kahn points out the psycholog! 
pitfalls of the system. 
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In this well-defined refresher course, the 
author reviews current concepts of infant- 
mother relationships; the chronologic 
growth phases, as described by Gesell; the 
psychosexual stages, as described by Freud; 
and the latent period, adolescence, mar- 
riage, and growing older. Occasionally he 
gives his own interpretation of the causes 
of unusual, bizarre, or neurotic behavior; 
but the views are mostly standard. 

The chapter on adult life, with its court- 
ship, marriage, and middle and old age, 
contains his most brilliant writing and de- 
scribes the part that fantasy, social class, 
mobility, alteration of images, and sex 
play in the satisfactions or dissatisfactions 
of people in this stage. 

Finally, the last chapter, “Deprivation 
and Provision: Separation and Union” 
(which seems to be an addendum), de- 
scribes the interaction of mother and child. 
The author offers new postulates that en- 
join us to recognize the complementary 
nature of separation and union in normal 
family relationships before we attempt to 
define those relationships that are dis- 
ordered and in need of help. The chapter 
is illustrated by case histories. 

This concise and clear compendium is a 
splendid little book, calculated to be a 
springboard for further delving.—RALPH 
N. Suarmo, M.D., West Orange, N. J. 


PUBLIC PROVISIONS FOR THE 


| MENTALLY RETARDED 


By Harry Best 
New York, Crowell, 1965. 454 pp. $10.00 


In the words of the author, this book is 
presented as a “scientific study of the con- 
dition of the mentally retarded and the 
provisions made for them in the United 
States.” This is further qualified by the 
author, and attested to by this reviewer, as 
being primarily a sociologic investigation. 
It is not intended as a study in depth for 
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the physician, educator, or psychologist, 
though all of their respective concerns are 
“touched upon” and included in the rather 
staggering bibliography (54 pages). 

The first chapter, entitled “General Con- 
dition of the Mentally Retarded,” is an ex- 
tensive account of the definition; classifica- 
tion; numbers; etiology; distribution by 
sex, age, race, and nativity; death rates; 
and marital status of the mentally retarded. 
The text is liberally sprinkled with tables 
and footnotes.. The author deals with 
what is customarily considered dull and 
uninteresting data with an empathic facil- 
ity that mitigates this feeling. Such sub- 
jects as etiology, however, are dealt with in 
a summary fashion, the reader being left 
to explore the references. 

The short second chapter, dealing with 
legal treatment, is a description and com- 
parison of legislation and judicial decisions 
relating to mental defectives in the various 
states. The author documents with per- 
ceptive understanding the long distance 
traveled from the time that "idiots," “im- 
beciles,” and the “insane” were treated out 
of fear, contempt, and ignorance to some 
of the more enlightened present attitudes. 
He poses and illuminates many problems, 
both legal and sociological. 

The bulk of the remaining text covers 
the institutional and noninstitutional pro- 
visions for the mentally retarded, begin- 
ning with their history and leading up to 
the present Federal Government's inter- 
ests and activities. 

This book furnishes a base line for those 
studying present methods, or contemplat- 
ing new ones, for care of the mentally re- 
tarded. It may well be considered sup- 

lemental to such texts as Masland’s 
Mental Subnormality, because of the de- 
tailed information on certain aspects of 
the subject not covered by Masland's or 
similar treatises.—BERNARD R. GOLDBERG, 
M.D., East Orange, N. J- 
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MUSIC FOR THE HANDICAPPED 
CHILD 


By Juliette Alvin 


New York, Oxford University Press, 1965. 150 pps 
$3.40 


This work is small in size, but large in 
stress on basic principles for making music 
a meaningful experience in the lives of 
many kinds of handicapped children. It 
is written for all concerned with child de- 
velopment and welfare, whether musicians, 
teachers, or specialists in health. It gives 
a detailed account of how music may be 
used to effect and enrich a handicapped 
child’s maturation. 

Intellectually this means more than de- 
veloping perceptual awareness, memory, 
and conscious control. It involves also the 
recognition of patterns, their interpreta- 
tions, and conscious integration and iden- 
tification of the child with music. Socially 
it involves communicating and sharing 
various musical experiences with others in 
home, school, and, later, in community 
life. Maturation can be deeply involved 
emotionally in the many ways music can 
be used to meet the child’s needs: develop- 
ing helpful social attitudes; creating im- 
mediate, and often lasting, relationships; 
accepting self- or teacher-imposed controls 
for the sake of a desired goal. As he grows 
and develops music sensibility, the child’s 
ability to appreciate, and to express him- 
self creatively, grows. 

The author’s basic techniques are avoid- 
ance of overprotection; careful choice of 
instruments (or voice, or movement) and of 
material suitable to the individual child 
and his specific problem; infinite patience; 
and challenges beyond mere pleasurable 
experience yet always within his potential 
of success. Constant adaptation and growth, 
hopefully, follow. 

Separate chapters are allocated to vari- 
ous disabilities: subnormal children, the 
maladjusted, the delicate, the autistic psy- 


chotic, the cerebral palsied, and those with 
visual and auditory handicaps. Uses of 
music are discussed for each, with varia 
tions of approach: listening ("live" and re. 
corded), music study, appreciation, and as 
much performance as is possible. 

Miss Alvin, herself a concert cellist, per- 
forms for children and leads them into in- 
formal discussion about the music, the 
composer, and the instrument, using sound, 
touch, and body movement freely through- 
out her sessions. Friendliness is the key- 
note, wakening an awareness of beauty and 
of the joy in sharing pleasurable experi- 
ences in a relaxed setting. Compensation 
for the isolation that handicap brings and 
growing faith in himself and in others may 
give the child something to carry through 
his life. 

However, the music is the means, not 
the end: the goal is to meet the child's 
needs for acceptance, success, and the abil- 
ity to relate to others. In a closing “per 
sonal postscript,” Miss Alvin, the “music 
lady" to many handicapped children, re 
veals her reason for writing this handbook: 
". .. because of the light I have seen in 
the eyes of handicapped children and the 
happiness I have watched grow in their 
faces during our music experiences to 
gether.” —MxyRrTLE Frsu THompson, Cedar 
Grove, N. J. 


WILDERNESS ROAD 
By Campbell Loughmiller 


Austin, Texas, The Hogg Foundation, Universit) 
of Texas, 1965. 138 pp.; $2.50 


In this interesting, perceptive, and com 
prehensive book, Mr. Loughmiller €x 
plains outdoor education in a camp setting 
for emotionally disturbed adolescents. In 
this camp, the adolescent experiences 
sense of responsibility and social = 
ance. Mr. Loughmiller knows intimately 
the camping routine about which he writes 
In 41 years of operation, more than 
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boys with serious emotional handicaps have 
been sent to the camp when difficulties 
| have required treatment outside the home. 
Some 70 per cent have made satisfactory 
adjustments in the post-camp period. An 
additional 24 per cent have made appreci- 
| able gains that have enabled them to func- 
tion at a significantly higher level. 

The goal of the project is to develop in 
each boy self-independence and confidence 
through a meaningful program. Certain 
unique concepts are utilized in the over- 
all program. The boy must learn elemen- 
tary principles of construction; what tim- 
bers to select and why; how to use the saw 
and the ax. At camp, he can wiggle, twist, 
squirm, yell, run, and jump. “Tensions 
growing out of a competitive classroom 
situation are removed.” The boys say 
"our" and “we” and “us” when explaining 
the things they have done or built. Mr. 
Loughmiller explains the elimination of 
competitive athletic activities; ". . . the 
boys we serve are the victims of too much 
competition already." However, as part 
of the overall recreation program, they 
engage in many types of loosely structured 
games, which provide an outlet for physical 
energy. 

Wilderness Road is an educational ac 
count of camp therapy, which Mr. Lough- 
miller obviously understands.—PziLre FED- 
ERICI, Bloomfield, N. J. 


LIBERAL EDUCATION AND 
SOCIAL WORK 


l By J. Aldridge and E. J. McGrath 


New York, Teachers College Press, Columbia Uni- 
versity, 1965. 102 pp.; $2.75 (softback) 


It is the opinion of most faculty and prac- 
ticing social workers that a liberal educa- 
tion is the most desirable preparation for 
the Masters program. This text notes 
some apparent inconsistencies in attitudes 
among a sample interviewed. For exam- 
ple, only 52 per cent of graduate school 
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faculty members would require a liberal 
arts degree for admission to a school of 
social work. Practitioners (concerned over 
the shortage of social work personnel) seem 
to favor some change in requirements with- 
out “settling for less.” Although endorsing 
a liberal education, these practitioners 
favor social service courses that “regardless 
of their contribution to the purposes of a 
liberal education have an obvious utilitar- 
ian value in social work.” Is someone 
paying lip service? I don’t believe a cur- 
riculum should be altered only on the basis 
of shortages, and these authors do not sug- 
gest that it should. 

The authors’ research indicates that 
grades achieved in graduate school are re- 
lated to grades achieved in undergraduate 
school, not to courses or content of courses. 
We might assume that the relationship is 
one of intellectual capacity. However, as 
the authors imply, good grades do not en- 
sure the later good practice of a profession. 

Now for some highly subjective com- 
ments. I was pleased to encounter this: 
“A course in Greek literature with an em- 
phasis on dates, literary style, linguistic 
analysis, and the esoteric subject matter of 
the teacher’s research on some peculiar 
characteristic of Greek grammar, may pro- 
duce few of the desirable results of liberal 
study.” It recalled some questions I had 
in undergraduate days. And in the same 
vein is this quotation from President 
Virgil M. Hancher, of the State University 
of Illinois: “We forget that it is possible 
to become liberally educated by the teach- 
ing and study of professional or specialized 
subjects in a liberal manner.” ‘The crux 
of the matter often seems to lie in the man- 
ner of teaching. 

The reported concern of faculty over 
the "illiteracy of students" was good to 
note. Anyone who reads much in current 
professional journals would plug for greater 
emphasis on English composition in the 
curriculum from elementary school on. 
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Then there is the matter of a lucid and 
scintillating style guaranteed to make ma- 
terial come alive, even within the confines 
of a professional treatise. Some of the 
"popularizers" have such a style to a 
superb degree. (I would place Dr. Men- 
ninger, as a popularizer in the field of 
mental health, among them. He also il- 
lustrates the value of a liberal education 
to the practitioner of psychiatry who wishes 
to seduce others into the profession. Of 
my vintage, how many were first introduced 
to psychiatry at the high school age by 
The Human Mind?) 

My personal conclusions have been that 
the study of composition, literature, and 
the natural sciences has been the most 
neglected area in social-work undergradu- 
ate education. Social work would seem 
peculiarly to be a field in which all expe- 
rience is grist to the mill. I believe social 
workers have generally had an approach 
to the patient's problems that is more 
eclectic than that of other disciplines. 
Whatever aspects of their training prevent 
social workers from becoming frozen within 
the peculiar ethics and modes of respond- 
ing of a particular discipline should not 
be jeopardized. 

Francis Bacon's boast: "I take all knowl- 
edge to be my province," might be impos- 
sible to achieve today. But the “hedging” 
of the practitioner of social work noted in 
this book indicates some desire to have his 
cake and eat it too. 

The authors’ plea for research is com- 
mendable. We cannot blindly respond to 
the realities of personnel shortages with a 
curriculum that attempts to eat the cake 
and have it too. 1f we introduce more 
purely technical and utilitarian courses 
into the undergraduate program, perhaps 
we have to step up our high school liberal 
arts program. Such a course would add to 
the current pressure to examine the prep- 
aration of high school teachers. 


We are currently concerned about 
demoralizing effects of the “culture o 
poverty." Perhaps more scholarships woul 
encourage the indigenous nonprofessionalk 
in the field to become social workers and 
thereby help bridge the gap between 
middle class culture of social workers and 
the lower social and economic class cultur 
of many hard-to-reach clients.—CORALE 
Hicks, M.S.W., Caldwell, N. J. 


NOT THE CRITIC 


By H. B. Dearman 
Kingsport, Tenn., Wingate, 1965. 401 pp. 


Sophisticated readers know that there 
no such thing as a lie detector. The poly: 
graph detects reactions. It also invades 
man's privacy, may be misinterpreted, and 
may create overwhelming anxiety. Di 
Dearman, a well-known Tennessee psychia 
atrist, has written this novel to carry the 
torch for a crusade against the use of poly 
graphs in criminal cases. He has com 
structed an ingenious plot in which a d e- 
fendant seems to be lying and is goaded into 
a false confession by an abuse of the poly- 
graph and the harassing unctuousness © 
the operator. Itis, indeed, a good suspense 
novel with a mystery story flavor. í 
characters are perhaps a bit overdrawn: 
All the bad guys are either pompous or € 
and the good guys are very good. The 
yarn is somewhat compromised by the de 
ex machina in the epilogue. ^ 

"The obscure (and, in a way, unattractt y 
title comes from a statement made m 
Theodore Roosevelt: "It is not the Er 
who counts . . . but the man who is | 
tually in the arena." Presumably ua 
phrase is intended to criticize the armchair 
jurist or psychiatrist and to praise the o 
who actually gets into the courtroom battl 

Throughout the book there is an air 9 
authenticity in the dialogue. Dr. Dearm® 
provides a credible explanation of some 


: Book Reviews 


psychodynamic mechanisms that.even the 

untutored reader should be able to follow. 
This is a thought-provoking work as well as 
an interesting one.—M. W. BERMAN, M.D., 
Newark, N. J. 


EQUAL JUSTICE 


Chicago, American Public Welfare Association, 
1965. 38 pp.; $1.00 (softback) 


| Although all American citizens are guaran- 
„teed equal rights under our Constitution, 

| the fact remains that poor people are often 

unaware of their rights or unable to obtain 
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A LAYMAN's GUDE To PsvcHiATRY. Eric 
Berne, M.D., 320 pp. paperback ($0.95). 
New York, 1965, Grove Press. A revised 
edition of Dr. Berne's well-known 1947 
book, then called "The Mind in Action." 


SADIsM AND MasocuisM. Wilhelm Stekel, 

mn: 478 pp., paperback ($0.95). New 
ork, 1965, Grove Press. An English trans- 

lation of a 1929 psychoanalytic classic. 


Ex iN Women. Wilhelm Stekel, 
l E 314 pp., paperback ($0.95). New York, 
5, Grove Press, An English translation of 


Be: book, first published 40 years 


FEMALE SExuALTy. Marie Bonaparte, 218 

l CM paperback ($0.95) New York, 1965, 
ie Press. A new edition of a 1953 psy- 

a oanalytic study of the problems of the 

eminine mystique. 

pose IN THE Mate. Wilhelm Stekel, 
D., 350 pp. ($0.95) New York, 1965, 


E Press. A psychoanalytic interpreta- 
ion of male impotence, first published 47 
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them. This brief pamphlet is directed at 
issues involved in safeguarding the legal 
rights of the disadvantaged. 

The booklet consists of six papers: Due 
Process of Law, Public Welfare Recipients, 
Awarding Custody in the Juvenile Court, 
Familial Responsibility, The Case Worker 
and the Neglected Child, and The Social 
Worker in Court. One article is by a judge; 
one, by an attorney; one, by the counsel to 
the New York Welfare Department; and 
the others, by staff officials in public welfare 
institutions and agencies.—HENRY A. Da- 
vison, M.D., Cedar Grove, N. J. 


w all the books sent to this journal. 
idered acknowledgment of the receipt 
we will publish full-dress 


years ago and now available in this soft- 
back edition. 


THe MENTALLY ILL IN AMERICA. Albert 
Deutsch, 555 pp. ($10). Second edition. 
New York, 1965, Columbia Univ. Press. 
Fifth printing. An enlarged edition of 
this vividly written, authoritative, and ab- 
sorbing narrative of the treatment of emo- 
tional illness. 

FORENSIC PSYCHIATRY. Henry A. Davidson, 
M.D., 478 pp. ($10). Second edition. New 
York, 1965, Ronald Pres. An up-to-date 
edition o£ the standard text on the overlap- 
ping areas of psychiatry and law. 

Tue PsvcHOLOGY OF EXCEPTIONAL CHIL- 
pren. K. C. Garrison, Ph.D., and Dewey 
G. Force, Ph.D., 570 pp- ($7). Fourth edi- 
tion. New York, 1965, Ronald Press. A 
1965 edition of a text that has since 1940 
been found useful to all who work with 


K. W. Schaie and 


COLOR AND PERSONALITY. 
($11). New York, 


Robert Heiss, 296 pp» 
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1965, Grune and Stratton. A manual for 
using and interpreting the Color Pyramid 
Test. 


PuysioLoGIC FOUNDATIONS FOR MARRIAGE 
CounsELinc. J. B. Trauner, M.D., 287 pp. 
($8). St. Louis, 1965, Mosby. A textbook 
on the physiology of sex and the psychology 
of human relatedness. 

Basic TEACHINGS OF THE GREAT PsYCHOLO- 
cists. S. S. Sargent, Ph.D., and K. R. Staf- 
ford, Ph.D., 382 pp., paperback ($1.45). Re- 
vised edition. Garden City, N.Y., 1965, 
Doubleday and Company-Dolphin Books. 
An easy-to-read, somewhat didactic presen- 
tation of the elements of psychology. 


MoniLITY AND Mentat Hearta. Edited by 
M. B. Kantor, Ph.D., 247 pp. ($10.50). 
Springfield, Ill., 1965, Charles C Thomas. 
With contributions by 16 psychologists, 
sociologists and psychiatrists. Based on pa- 
pers presented at the 1963 Conference on 
Community Mental Health Research. 


PsYCHOLOGICAL PROCESSES IN SCHIZOPHRENIC 
ADAPTATION. S. J. Beck, Ph.D., 422 pp. 
($10.75). New York, 1965, Grune and 
Stratton. A dynamic account of how the 
schizophrenic uses his psychologic processes 
to adapt himself to life, 

RESEARCH IN BEHAVIOR MODIFICATION. 
Leonard Krasner, Ph.D., and Leonard Ull- 
man, Ph.D., 399 pp. ($8.95). New York, 
1965, Holt, Rinehart, and Winston. Fifteen 
articles on various phases of behavior inter- 
pretation, efforts at modification and re- 
search principles. t 
PsycHIATRIC CARE. Jurgen Ruesch, M.D., 
C. M. Brodsky, M.D., and Ames Fisher, 
M.D., 238 pp. ($8.75). New York, 1965, 
Grune and Stratton. A simplified and prac- 


tical account of various therapies in psychi- 
atry—miedication, environment manipula 
tion, psychotherapy and so on. 
THE EXISTENTIAL Core OF PSYCHOANALYSIS. 
A. D. Weismann, M.D., Boston, 1965, 268 
pp. ($7.50). Little, Brown. Develops the} 
thesis that analysts have hitherto over| 
looked existential dimensions of experi 
ence. 


Case STUDIES IN BEHAVIOR MODIFICATION 
Edited by L. P. Ullman, Ph.D., and 
ard Ullman, Ph.D. 400 pp. New Yoi 
1965, Holt, Rinehart and Winston. Fifty 
papers dealing with experimental and din 
ical efforts to modify behavior. j 


Roots or Mopern Psycuiatry. M. D. ; 
schule, M.D., 208 pp. ($6.50). Second edi: 
tion. New York, 1965, Grune and Stratton 
A graceful collection of wise and witty 
essays on the background of what we know 
and don't know about emotional illness. 


MENTAL TESTING IN CLINICAL PRACTICE. | 
Moyra William, Ph.D., 177 pp. (21 shill- 
ings). London, 1965, Pergamon Press. Are: 
view of testing procedures in such areas as | 
memory, learning, personality, intelligente 
and so on; with a perceptive critique of, the 
major available tests. 1 
Tue CLINICAL PsvcHiATRY OF LATE Lire. 
Felix Post, M.D., 174 pp. (21 shillings). 
London, 1965, Pergamon Pres. An lm. 
troduction to psychogeriatrics useful to S0" 
cial workers, psychologists, family doctors, 
and neophyte psychiatrists. re 
Personatiry DYNAMICS AND Md 
HEALTH. ~A. A. Schneiders, Ph.D., pP. 
($7.75). Revised edition. A jut 
monograph on adjustment and elemen 
psychology for college-level students. 
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MENTAL HOSPITAL JOURNAL TO 
_ BROADEN SCOPE 
The journal Mental Hospitals has changed 
its name to the Journal of Hospital and 
Community Psychiatry. The new name 
reflects the fact that modern psychiatric 
practice has removed the walls between 
Y ental hospitals and the community. Since 
gahospital life is no longer clearly separated 
from community life—since hospitalization 
is simply one episode, often brief, in a life- 
long continuum—the justification for a 
pecial hospital journal seems to have dis- 
ppeared. 

All of the unique features of Mental 
Hospitals, including the popular “Dr. 
Whatsisname” column, will be continued 
in the newly named periodical. 


MARRIAGE COUNSELING COURSE 

_ AVAILABLE 

Qualified social workers, psychologists, 
Physicians, or pastors may be able to par- 
Ucipate in the University of Minnesota’s 
unique training program in marriage coun- 
, ling. Training stipends, available to 
participants, are between $6,000 and $7,000 
lor a nine-month period, the exact amount 
depending on the educational and experi- 
“nee status of the candidate. "The deadline 
for applications is March 1, 1966. For 
More details, write to Family Study Center, 
1014 Social Science Hall, Minneapolis, 
Innesota, 55455. 


HARVARD RESEARCH IN SOCIAL 
PSYCHIATRY £ 
Holders of doctorate degrees (Ph.D. or 
à -D.) are eligible to apply for a Harvard 
fellowship in Social Psychiatry. The stipend 
F $6,000 for the first year and $7,000 for the 
E Dependency allowances are also 
prone. For more information, write to 
r. Elliot G. Mishler, 74 Fenwood Road, 
eoston, Massachusetts, 02115. 


REGISTRY OF FAMILY THERAPISTS 
A directory of practitioners engaged in 
conjoint family or marital couple therapy 
is being assembled to facilitate referral of 
cases and exchange of information. Copies 
of the directory will be distributed to regis- 
trants and other appropriate persons. Psy- 
chiatrists, clergymen, psychologists, mar- 
riage counselors, social workers, and mem- 
bers of allied professions who have had 
training and experience in family and 
couple therapy are urged to communicate 
with Dr. Gerald H. Zuk, Eastern Pennsyl- 
vania Psychiatric Institute, Henry Ave- 
nue and Abbottsford Road, Philadelphia, 
Pennsylvania, 19129. A questionnaire will 
then be sent. 


ASSOCIATION FOR SUICIDE 
PREVENTION 

An Association for Suicide Prevention has 
been established on an international basis. 
For more information, write to Dr. N. L. 
Faberow, 2521 West Pico Blvd. Los An- 
geles, California, 90006. 


SANDO RADOS LECTURES 

“Social Determinants of Disease" is the 
title of the two Sando Rados lectures which, 
this year, will be heard on Friday, February 
25, at 5 P.M. and again at 8:30 P.M., at the 
Academy of Medicine, 101 Street at Fifth 
Avenue, New York, New York. The es- 
sayist, Dr. L A. Mirsky, is chairman of 
Clinical Science at the University of Pitts- 
burgh. 

ACADEMY OF RELIGION AND 
MENTAL HEALTH MEETING 

The Academy of Religion and Mental 
Health is meeting April 25 through 27 at 
the Conrad Hilton Hotel in Chicago, Illi- 
nois. For program details, write to the 
Academy at 16 East 34 Street, New York, 


New York, 10016. 
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STATEMENT OF OWNERSHIP, MANAGEMENT 
AND CIRCULATION. Title of Publication: MENTAL 
HYGIENE. Frequency of Issue: rly—January, 
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York, New York, 10019. Publisher: The National As- 
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hundred and twenty years ago there 
rmed the Association of Medical 
tendents of American Institutions 
Insane, now the American Psychi- 
ciation. But, a full century be- 
àt, the hospitalization of a mental 
Was first recorded in the American 
* These points in time—the middle 
eighteenth century and the middle 
Í the nineteenth. century—together 
le seventh decade of the twentieth 
» provide a series of contrasting 
Ons that are useful in assessing the 
| and the future. 

Precipitating cause for the develop- 
| the American colonies of the first 
(which was also a general hospital) 
blic recognition of the needs of 
| patients. The Pennsylvania Hos- 
he nation's first," was conceived in 
several “zealous citizens of Phila- 


Professor of psychiatry, University of Penn- 
Philadelphia, Pa. 


Bu ceremonies of the Australia 
land College of Psychiatrists, in Can- 
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delphia” who “did charitably consent to- 
gether and confer with Friends and Ac- 
quaintances on the best means of relieving . 
the Distressed.” In 1751, a charter was + 
granted for the establishment of “an Hos 
pital for the Reception and Relief of Lun- 
atics and other Distempered and Sick Poor 
within this Province.” The special in- 
terest of that day in “lunatics” was further 
shown by the appeal Benjamin Franklin 
made to the Pennsylvania legislature to 
supply part of the money that the zealous 
citizens were raising to build the hospital: 
the first half of this appeal for funds de- 
scribed the needs of mentally ill persons, 
following which there were added some 
words concerning chronically ill persons 
and others needing help. The regulations 
of the hospital provided for refusal to admit 
hopeless cases, except “lunatics,” for whom 
there was no other resource? There was 
no question in those early days about the 
atmosphere in which the mentally ill should 
be treated: they were part of the medical. . 
load, they were treated in a general hospital `- 
along with others who needed help, and 
their needs were recognized and priorities. 
were given them. S 
Before 1820, mental patients had been 
taken out of jails in New South Wales and 
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New Zealand and given the benefits of 
medical supervision. In the United States, 
a number of large, endowed, private men- 
tal hospitals bore the brunt of psychiatric 
care on the Eastern Seaboard. 

The Pennsylvania Hospital created a sep- 
arate branch for mental patients in 1831, 
when half of all the patients in this general 
hospital were, in fact, mental patients—an 
indication, then as now, of the distribution 
of. patients if "general hospitals" consis- 
tently took in all who came to them. The 
opening of the Department of Nervous and 
‘Mental Diseases on a farm in West Phila- 
delphia was the beginning of separation 
and segregation of mental patients from 
the general stream of medicine. There 
were not only a desire to relieve the general 
hospital of overcrowding and a public 
demand for the separation of the insane 
from the physically ill, but also reasons why 
the mentally ill could be better handled in 
the West Philadelphia location. “Moral” 
treatment was now being talked about, and 
this required opportunities for activity, 
with close association with the superin- 
tendent and his family. Much of what we 
now think of as milieu therapy was being 
developed. 

The second period saw the segregation 
of mental patients as a pattern throughout 
the United States. The goals of patient 
care and the length of care anticipated 
obviously played an important part in the 
selection'of patients for the general hospital 
as opposed to the private and public hos- 
pitals for mental patients or the retarded 
alone. 

The founding fathers of American psy- 
chiatry met in Philadelphia in 1844, at the 
home of Dr. Kirkbride, superintendent of 
the Branch for Nervous and Mental Dis- 
eases of the Pennsylvania Hospital. There 
were at that time 28 mental institutions, 13 
of which had medical superintendents. 
They were invited to form the first national 
association in medicine in the Americas. 

The American Medical Association didn’t 


come into being until 1847, and the Royall | 
Medical-Psychological Association wa 
formed only about four years before they 
American Psychiatric Association. q 
Deutsch's book The Mentally Ill i 
America? shows in the titles of succeeding 
chapters the movements of the times 
"Rational Humanitarianism: The Begin 1 
nings of Reform," “The Rise of Monll 
Treatment,” “Retrogression: Over the Hill} 
and into the Poor House,” “The Cult of 
Curability and the Rise of State Instit. 
tions,” "Conflict of Theories: Restraint oif 
Non-Restraint?” and, finally, “The Trend f 
toward State Care.” Two books published 
in the United States shortly after the See} 
ond World War supplied epithets thal} 
came to be applied to mental institutions. | 
Snake Pit and Shame of the States. j 
The same trends led to amazingly similar 
patterns of care in Australia, New Zealand 
Western Europe, the Americas, and. other. Í 
nations. In general, the picture was oneg 
of sizable institutions, isolated, poor n 
terms of both staff and finances, subject to 
political vagaries for their support, giving 
poor to good custodial care that, in ? | 
fairness, paralleled to a great degree the 
amount of scientific knowledge available f 
Several important advances must, howeveh| 
be registered: the creation of psychopathi ji 
hospitals; the establishment of admission 
and treatment units in state hospitalis 
development stimulated primarily by vl 
advent of insulin therapy; the strong i | 
toward the private practice of psychia 1 
and the coming-of-age of psychiatry 8$ | 
medical specialty, culminating, 1!" ‘| 
United States in 1934, in the organizatlot 
of the American Board of Psychiatry a" 
Neurology. T 
Today, in the seventh decade of a à 
twentieth century, we are involved "an i 
movement that began with the Seco q- 
World War. There is much that A | 
lenging and exciting, but there is also mu E n 
in the unmet needs that surround US © 
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giveus pause. The broadening of horizons 
gives us hope but, at the same time, as we 
contemplate the nature of man and the 
world around him, calls for agonizing re- 
appraisal of our role as individual psy- 
chiatrists and as members of the medical 
and psychiatric organization. 

We have had a revolution in psychiatry 
in our country that has been paralleled by 
a similar forward movement in other parts 
of the world. This revolution is shown in 
public sophistication regarding mental 
health and a concomitant demand for 
‘psychiatric services, a rising awareness of 
the minor part played by the private sector 
of society, the vastly increased public sup- 
port for mental health by the Federal gov- 
erment and by state and local govern- 
ments and the turn toward the human 
equation in the medical and socal sciences 
and in the choice of large numbers of the 
best young medical graduates to enter psy- 
chiatry, 

Current movement in psychiatry is due 
to two major factors: advances in modern 
therapeutic techniques, and recognition 
and utilization of social forces. The ad- 
Vances include individual and group psy- 
Paige the physical and chemical mo- 
Bue e the manipulation of the 
n 3 and location in which a thera- 
ipis Ae is carried out. These now 
ices fs Tine E of treatment serv- 
ies with the general medical model, 

I g to the 1751 plan. 

EL nung on the influence of vari- 
B ener processes, Menninger ? has 
i Psychoanalytic treatment is a 

d Aerie’ but this is not what 
TM d psychiatry. It was the new under- 
iom 8 that p research gave 
B d man's motives and inner re- 
Bie the intensity of partially buried 
depths $ the unknown and unplumbed 
bnidibi and heights of our nature, the for- 
Bion € power each of us holds to deter- 

€ whether he lives or dies." 
Next, let us consider the role of social 
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forces. We recognize their part in the 
growth and development of healthy indi- 
viduals, in providing help or obstacles to 
daily living experience, and in the causa- 
tion and cure of many of the mental dis- 
orders, particularly those affecting people 
who are vulnerable to stress. The inter- 
pretation and utilization of these external 
social forces are one way of describing the 
modern term "social psychiatry," which has 
its roots in the "moral" treatment of the 
nineteenth century. Social psychiatry, said 
by some to be a new sub-specialty, is not a 
substitute for attention to individual psy- 
chopathology, but rather the improvement 
of the total effort by an additional em- 
phasis on the external social forces that 


surround us. 
The turning point was probably the first 


press release from the Biometrics Branch 
of the National Institute of Mental Health 
in 1956 informing the nation that there 
had been a significant drop in the mental 
hospital population. Many of us felt that 
this was the first real result of the develop- 
ments since the Second World War. 
Some of us speculated on the causes. The 
drugs were surely a factor. But they alone 
were not sufficient. There appeared to be a 
fundamental complex of causes that added 
up to changed attitudes about the whole 
problem, both within the hospitals and 
out. The feelings of hopelessness were 
gradually vanishing. Excuses for not doing 
something were no longer being ‘accepted. 
Psychiatric aides and nurses, helped by pa- 
tients, were painting and refurbishing those 
bleak walls on the back wards. All kinds of 
“total push” activity programs were spring- 
ing up in the hospitals. There was a new 
resolve in the air that we'd do the best with 
what we had. And there was a new willing- 
ness of citizens in the community to reach. 
out and give our discharged patients a help- 
ing hand. By 1964 we had arrived at the 
auspicious beginning of the "wholly new 
approach" to mental illness that President 
Kennedy had demanded. s í 
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The change has been due more to social 
forces than we have chosen to recognize. 
"There is need in our society to assess those 
social forces in the world around us that 
lead, on the one hand, to social and indi- 
vidual breakdown or, on the other hand, 
to the strengthening of social and individ- 
ual health and resistance to disease. 

Let us examine the matter of treatment, 
for there is more to the process than meets 
the eye. Braceland * has fittingly said, “The 
art of medicine is based on the skillful use 
of human relationships as well as the skill- 
ful application of scientific knowledge. . . . 
The understanding of social forces is a 
major ingredient of the art of medicine.” 
Successful treatment depends on the physi- 
cian as a person and his confidence in the 
medication; the doctor-patient relationship; 
the patient's attitude toward the physician 
and toward the treatment; and the circum- 
stances, location, timing, and other contin- 
gencies of the treatment itself. 

What of the social forces and surround- 
ing circumstances that affect treatment? 
Rachel Carson, in her book The Sea 
Around Us, fascinated me with her metic- 
ulously drawn descriptions of the wonders 
of the ocean world: the chemical ingredi- 
ents; the physical pressures, the push and 
pull of surface movement, the calm, deep 
down, and here and there hidden currents 
unsuspected until visible matter becomes 
an indicator of powerful influences affect- 
ing deeply submerged relationships; and 
the amazing living creatures, microscopic 
and macroscopic, malignant and benign, 
toxic and nutritive. She opened a “new 
world around me,” even though I am no 
stranger to the ocean seas. 

To one concerned about the social forces 
and surrounding circumstances of our lives, 
the parallel is obvious. And thus I have 
modified Miss Carson’s title to organize 
much of my thinking about “The World 

Around Us.” 

As psychiatrists we think of the world 
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around our patients, around our hospi 
around ourselves as persons, and aro 
our children. Wordsworth says, "Thi 
world is too much with us," and, in li 
“Ode on Intimations of Immortality,” de 
scribes the eager child who, developing un 
der favorable conditions, discovers an ev 
more wonderful world—until, one disap 
pointment following another, as the pot) 
laments, “Shades of the prison house begit 
to close around the growing boy.” 

The concept of early relief of potentially 
malignant stress situations may hai 
broader social significance than first ap 
pears I was dismayed when, at the Fint 
Assembly of the World Health Organiz 
tion, in Geneva in 1948, mental health wi 
denied first priority. Even though it md 
the first criterion of strongly demonstrate 
need in all countries, it failed in having m 
methods of treatment and prevention that 
could be applied to mass populations, and 
the techniques it did have were economi & | 
of neither money nor personnel. But its 
possible that the concept of relief of into! 
erable stress, before mental breakdown, 
may become the first mass preventative Me 
that society can use. It has the practic 
advantage of using persons untrained 1 
psychiatry and mental health and so E 
not place a further strain on our manpowel 
shortage. " 

Let us consider, for example, the popu 
tion explosion, with its impact on i 
life, the increase in children and adole | 
to 35 to 40 per cent of the total Popu 
and the resulting overcrowding, depla 
of resources, and food shortages. T 
the problem of urbanization, with its eff 
on health and human adjustment, É 
threat of megalopolis. The other side A 
the coin is the further depletion of m? j 
power in the rural areas. There an 
exciting promise and threat of autorn 
leading to the “overproduction” of leis 
time, and calling for more money to spe 
more control and restraint in behavior, a"! 
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the decreasing use of unskilled labor. What 
of the marginal man who cannot be trained? 
‘And the slow learner, the retarded with an 
LQ; of 50 to 70 who is barely able to com- 
pete in the labor market? And human 
waste—the school dropouts, and the re- 
_jectees from the armed services? And the 
‘explosion of violence, hate, and delin- 
quency? These are serious matters. They 
represent problems of adjustment and 
| adaptation. Surely we in psychiatry have 
a responsibility and some interests and 
skills that can be applied as we join other 
likeminded people in trying to solve these 
problems. 

What can we say of science in “The 
World Around Us"? 

Of all the scientists and research workers 
Who have existed since the beginning of 
time, 90 per cent are alive today! The other 
10 per cent have their niches in the Gallery 
of Time that stretches back to the thinking 
men who mastered fire, perhaps 100,000 
years ago.8 

This is another way of saying that the 
bulk of recognizable and measurable 
achievements of science belongs to the past 
50 and, preponderantly, to the past 25 
An In a single generation the Atomic 
"ai has merged into the Space Age and is 
MAE rapidly into the Nucleic Acid Age. 

àn has unlocked the secret of matter and 
rus it as nuclear energy; he has burst 
M Erin fences of the earth and, 
5 rad of molecular biology, is prob- 
Ru: e secrets of life itself, with implica- 
Me great as, or greater than, either the 

. Or Space. By jet and rocket he has 
Eie distance and miniaturized the 
ie et, and by radio astronomy he is reach- 
beat to the limits of the universe and 
ae ing the broadcast signals of cosmic 

‘nts of thousands of millions of years ago. 

deb we are privileged to sit side by side with 
juggling wi PE whose shoulders we stand. This 
though ban the dock of scientific progress y as 
EK s ey had discoursed with Aristotle; as 

Eh Einstein had exchanged reprints with New- 
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ton; as though Watt had met Archimedes at a 
seminar; or as though Pasteur had consulted 
Rhases, the Lute Player, who in A.D. 900 hung 
pieces of fresh meat around Baghdad and, where 
the meat putrefied least, built the Caliph's capital. 


Benjamin Franklin, in 1780, said: 

The rapid progress true science now makes occa- 
sions my regretting sometimes I was born too soon. 
It is impossible to imagine the height to which may 
be carried in a thousand years, the power of man 
over matter, . . . Oh that moral science were in as 
fair a way of improvement, that men would cease 
to be wolves, to one another, and that human be- 
ings would at length learn what they now improp- 
erly call humanity! 


In 1964, an editorial in the journal of 
the Explorers Club? which is devoted to 
physical science and geography, said: 

The startling and frightening fact is the rate at 
which man's technology creates fear—and new prob- 
lems which he cannot solve. Medicine and public 
health are doubling human populations every few 
years, and soon we won't know where the food is 
coming from. The need for more room on earth 
increases tensions between peoples, and we don't 
know how to relieve them short of war. Nuclear 
science has made the bomb—an instrument of possi- 
ble total death—and we don't know how to keep it 
out of the hands of irresponsibles. We live in a 
world so lacking in the understanding of social and 
human problems that gentle solutions are not re- 
motely in sight. So we spend much of our energies, 
and use a large part of our miraculous technologi- 
cal skills, making bombs and navies and air forces 
that could one day end it all for us. 

Where are the Platos and the Socrates’s and 
Solomons of today—thinkers as capable of solving 
our social problems as the physicists are of describ- 
ing cosmic rays? Where are they indeed! Maybe the 
universe is still a lot bigger than we are, after all. 


The enthronement of theory over prac- 
tice has tyrannized Western thinking. There 
have been rebels against this intellectual 
convention, such as Roger Bacon, William 
of Occam, Paracelsus, Leonardo, and Gali- 
leo, who invoked the eye as well as the in- 
ward brain and insisted upon experimental 
evidence; there was Francis Bacon, who, 
in the early seventeenth century, laid the 
foundations of modern scientific inquiry; 
there were the Royal Society of London 
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and the Paris Academy in the 1660's, which 
were concerned, in their original inquiries, 
with mundane things such as the manuring 
of soil or acids for cultivation. But the 
breakthrough came with what Whitehead 
called "the greatest invention of the nine- 
teenth century . . . the invention of the 
method of invention." 

The relationship between the theoretical 
and the practical is worth studying. Con- 
sider the influence of William Small, a 
physician and scientist. The inventor, as 
distinct from the seeker after original 
truths, became the archetype of the *Amer- 
ican scientist" in the nineteenth century. 
This was entirely natural in a developing 
country in which practical needs had first 
to be served. The steam revolution coin- 
cided with the American Revolution; and 
Benjamin Franklin, the first American sci- 
entist, participated in both. His friend 
Matthew Boulton, a Birmingham manufac- 
turer, wrote to him for advice. Boulton 
had built a new factory, which depended 
for its power on a brook, but in times of 
drought there was not enough water to 
drive the wheel. He had an idea of pump- 
ing the water from the tail of the millrace 
back into the mill dam. He wanted to adapt 
to his own design the Savery engine, which 
used steam itself as the piston, by direct 
pressure on the surface of the water. He 
sent the model to Franklin, who, pre- 
occupied with the Stamp Act, had no modi- 
fications to suggest. He, however, intro- 
duced William Small to Boulton, Small 
was a Scottish mathematical and medical 
doctor who had emigrated to America and 
had become professor of “natural philos- 
ophy" at Williamsburg. He had wanted to 
return to Britain, and Franklin had given 
him an earnest recommendation to Boul- 
ton, through whom Small was enabled to 
set up in practice as a physician in Birming- 
ham. Small was a friend of James Watt, 
then "philosophical instrument maker" 
(laboratory technician) to the University of 
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Glasgow, where, in repairing a small Ney. 
comen engine, he had conceived the ida) 
of the condensing steam engine. It seemed! 
to Small that Watt’s engine, as a pump, 
might be the answer to Boulton’s proble 
He introduced the two, and the result wa 
the momentous partnership and the evol 
tion of the Watt engine from a pump toal 
prime mover to drive the wheels of indu 
try by a reciprocating motion. ` 
Small, thus the broker of the Industrial 
Revolution, also had an indirect influent 
on the Constitution of the United State, 
As professor of "natural philosophy" at 
Williamsburg, he was the expositor of New 
tonian physics. One of his students, Thomas) 
Jefferson, wrote in his autobiography, 
"Small probably fixed the destinies of mj j 
life.” He may have done more than that 
when one considers the scientific influence 
that is plain in the American Constitution. 
Woodrow Wilson pointed out that the 
Constitution was based on a theory of po 
litical dynamics “which was a sort of ut) 
conscious copy of the Newtonian theory af | 
the universe," a system of government 1l 
which action and reaction are equal and 
opposite and all bodies are nicely pois 
by the balance of forces acting on them. | 
Gross 1? has brought to our attention the 
concept of highly organized team acia 
in scientific and industrial research, vid 
special reference to the utilization of he 
principle in Germany, which placed thi 
nation in a leading position in the p 
tion of chemicals, pharmaceuticals, stech 
and machinery, and in the hee 
enormously varied resources following t1 
First World War. The resulting expanded | 
tempo, scope, and power may be regie 
as the emerging of a kind of fourth dime 
sion in scientific thinking. " 
It is worthwhile to note that a landmar £ 
in the social sciences has been achieved E 3 
Human Behavior: An Inventory of E Ü 
tific. Findings, by Berelson and Stemcua 
These authors have ransacked the liter? 
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ture of the "behavioral sciences" to set 
forth what the social scientists know, ina 
"hard" way, about human behavior. By 
the "behavioral sciences" they mean the 
disciplines of anthropology, psychology, 
physiologic psychology, and sociology, mi- 
nus such specialized fields as archeology, 
technical linguistics, and most of physical 
anthropology, plus social geography, some 
psychiatry, and the behavioral aspects of 
economics, political science, and law. The 
image that Berelson and Steiner draw of 
"behavioral man" is a troubling one. While 
on the evolutionary scale he is far removed 
from his animal origins and has created 
‘great skills for learning and shaping his 
environment, in his relations with others, 
behavioral man "is not just a seeker of 
truth but of deceptions, of himself as well 
as of others." 


[Behavioral Man] adjusts his social perception to 
fit not only the objective reality but also what suits 
his wishes and his needs; he tends to remember 
What fits his needs and expectations, or what he 
thinks others will want to hear . . . his need for 
Eig protection is so great that he has be- 
SR expert in the “defense mechanisms”; in the 
dud media he tends to hear and see not simply 
i Ms there but what he prefers to be told, and 
e will misinterpret rather than face up to an op- 
i Set ot facts or point of view; he avoids the 
d cts of issues and ideals whenever he can, by 
hit Vd the people around him rather than his 
[ER and when he cannot, private fantasies can 
3 en the load and carry him through . .. - 

4 cim truth is, apparently, that no matter how 
di im man becomes in dealing with his prob- 
Besse uin finds it hard to live in the real world, 
ics ed; to see what one really is, to hear what 
e ed think of one, to face the conflicts and 

Ru Peu present, or, for that matter, the bare 
ed feelings, Animals adjust to their environ- 
Ni: E Or less on its terms; man maneuvers his 

in ' suit himself within far broader limits. . . - 
RaT avioral Man is social man—social product, 
k ee and social seeker—to a greater de- 
isis i Philosophical man, or religious man, or 
uas man, or economic man, or the man held 

avatar, by common sense. 


4 It is hard to see how the patterns of so- 
ty, in peace and war, getting and spend- 
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ing, health and adjustments, can change 
without fundamental changes in the nature 
of man. As yet there appears little hint as 
to even the directions we should go, In 
this vacuum of leadership perhaps the sci- 
ence of psychiatry, the major branch of 
medicine devoted to the whole man, and 
the bridge between the medical and social 
sciences, may play an important role. 

The psychiatrist must be a humanitarian. 
Let me quote from Dickens’ Christmas 
Carol: “But you were always a good man 
of business, Jacob,” faltered Scrooge, who 
now began to apply this to himself. “Busi- 
ness,” replied the ghost, wringing his hands, 
“Mankind was my business, charity, mercy, 
forebearance, and benevolence were all my 
business. The dealings of my trade were 
but a drop of water in the comprehensive 
ocean of my business.” 

The psychiatrist must be a scientist and 
a member of the “fifth estate.” Our English 
legacy has produced for us the three estates 
of English history: the Lords Spiritual, the 
Lords Temporal, and the Commons. Ed- 
mund Burke said, “There are three Estates 
in Parliament, but in the Reporters Gallery 
yonder, there sits a fourth Estate more im- 
portant far than they all.” And Arthur A. 
Little 14 used the term "fifth estate" at the 
centenary celebration of the Franklin Insti- 
tute in Philadelphia when he said, “This 
fifth estate is composed of those having the 
simplicity to wonder, the ability to ques- 
tion, the power to generalize and the ca- 
pacity to apply. It is, in short, the company 
of thinkers, workers, expounders and prac- 
titioners upon which the world is absolutely 
dependent for the preservation and ad- 

t organized knowledge 


vancement of tha 
which we call 'science. 

It is a real question how many of us have 
this “simplicity to wonder, the ability to 


question, the power to generalize, and the 


capacity to apply.” f 
"The psychiatrist needs a healthy skepti- 


es 
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cism. Let me quote you an example in the 
field of chemistry: 


A young physicist, from a small college, came to 
Carry on research for a time at the Argonne Na- 
tional Laboratory. In discussing his proposed pro- 
gram with those responsible for general supervision 
of the Laboratory, he said he would like to attempt 
to react xenon and fluorine at an elevated tempera- 
ture. Since most physical scientists were convinced 
that the rare gases were unreactive, and since this 
had already been tried in the Argonne Laboratory 
at ordinary temperatures, it is reasonable to assume 
that in the discussion that ensued doubts were 
raised about the wisdom of devoting the investi- 
gator's time and the resources of the Laboratory to 
the attempt. If such doubts were raised, at least 
they did not prevail, and it was agreed that the 
young physicist should go ahead with the attempt. 
The result was a spectacular, unanticipated dis- 
covery in the field of chemistry. The long-standing 
belief that rare gases are inert was shown to be 
a myth,12 


Abelson,® the editor of Science, in an 
editorial entitled “The Need for Skepti- 
cism," wrote: 

"There is a sobering lesson here, as well as an 
exciting prospect. For perhaps 15 years, at least a 
million scientists all over the world have been blind 
to a potential opportunity to make this important 
discovery. All that was required to overthrow a 
respectable and entrenched dogma was a few hours 
of effort and a germ of skepticism. Our intuition 
tells us that this is just one of countless opportuni- 
ties in all areas of inquiry. The imaginative and 
original mind need not be overawed by the impos- 
ing body of present knowledge or by the complex 
and costly paraphernalia which today surround 
much of scientific activity, The great shortage in 
science now is not opportunity, manpower, money, 
orlaboratory space. What is really needed is more 
of that healthy skepticism which generates the key 
idea—the liberating concept. 


Sir James Barrett has used the term 
"neophobia" to identify the ubiquitous 
fear of the new from which so many suffer. 
In the changing world from hospital to 
community psychiatry and the assumption 
of new responsibilities, we must develop in 
our oncoming young men and women an 
immunity to neophobia, and our old men 
and women must take an overwhelming 
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| 
dose of “novolescence,” which can be inter 
preted as the opposite of obsolescence, 
Yockelson!9 has called attention to a 
failing of which we psychiatrists are guilty 
and which stands as a threat to our future} 
activities: 
There is a state of affairs within psychiatry re f 
ferred to as "sectarianism" which needs the atten 
tion of clinicians, teachers, researchers and adminis 
trators. The word “sectarianism” is used here to) 
describe a human state characterized by an exces f 
sive devotion to or zeal for a particular belief, 1 
cannot say whether the condition of sectarianism 
is a necessary phase in the development of any pro: | 
fessional endeavor, but it certainly is a frequent 
occurrence. The final effects of much of human 
behavior depend upon degree so that, for example, 
the presence of sectarianism in mild forms maj 
stimulate an amount of competitiveness capable of 
increasing productivity. In more intense form, 
sectarianism may result in precisely the opposite; 
with ultimately a stultifying effect upon progress. 
Sectarianism in extreme form may be a symptom at 
grandiosity and lead to persecutory behavior. 


May I close with a quotation from ont 
of the great physicians of our time—a bene f 
diction from Allen Gregg, who at the First f 
Assembly of the World Federation for Met 
tal Health in London in 1948 sent these 
comfortable words: 


At the dedication of the 200-inch telescope 0? 
Mount Palomar in 1948 the guests were allowed W 
look at a star never seen by man before~a E 
whose light has been on its swift way hither a 
186,000 miles a second for one hundred and nara 
five million years—a star which could not em 
today's sunlight until the year one hundred 
ninety-five million, one thousand, nine hun 
and forty-eight, A.D. One of the speakers on 
occasion, Raymond Fosdick, was tempted to ie 
the story of the little girl whose version of 
nursery rhyme was “Twinkle, twinkle, little § "i | 
how you wonder what I are." The penes ; 
human life and individual importance in sUC di 
matrix of space and time might make us WHC" 
But Mr. Fosdick reminded his audience that i 
though the philosopher might say, "Astronom: P 
speaking, man is completely negligible, the m | 
chologist may reply, “Astronomically speaking; ue 
is the astronomer.” And in that heartening aD: 
lies the consolation and the glory of those W 
study the mind and spirit of man. 
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Prospects for the prevention of 


Do most people think that there is a single, 
simple entity called "mental illness"? Or 
do they believe that this phrase groups 
together a wide variety of somewhat dif- 
ferent conditions? In 1960, Crocetti and I 
tried to find out, We did a survey ! of about 
1,700 Baltimoreans, asking questions about 
their attitudes toward mental illnesses and 
the mentally ill. The subjects were asked 
whether they agreed with the statement, 
"There are many different kinds of mental 
illnesses." Ninety-two per cent agreed with 
the statement. I had previously assumed 
that the proportion so replying would be 
much less. In a later survey, psychiatrists 
from the Baltimore area were asked to 
guess how the public would answer that 
question. The psychiatrists guessed that 51 
per cent of the population would agree 
that there were many different mental ill- 
nesses. Apparently the public recognizes 
that the term."mental illness” is a misnomer 


Dr. Lemkau is professor and chairman, Depart- 
ment of Mental Hygiene, The Johns Hopkins Uni- 
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This paper is adapted from a talk given in connec- 
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sary of the Maryland Association for Mental Health, 
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mental illnesses 


and tends to interpret it as a collective 
noun, If we used the English instead o 
the American language in this country, I 
suppose we should say “mental illness art, 
as the British do when they say "the Gov 
ernment are." 

Under some conditions, language formi 
tend to direct the pattern of thinking 
Therefore, the term “mental illness". could 
hide some issues important in thinking 
about the prevention of mental illnesses 
In my estimation, it has done so. It leads 
one to think of a prevention and ues 
program that would prevent and treat à 
kinds of mental illnesses. It seeks to apply 
a panacea rather than to deal with E 
multiple, specific prevention and E 
needs that the public apparently know 
present themselves for solution. be 

Szasz ? argues [destructively, in my op! 
ion] that there is no mental disease at 2^ 
I would agree that there is no such bs 
as mental illness; but I hasten to add that 
there are many mental diseases. k 

Theologians and philosophers have a 
centuries been preoccupied with the re ot 
tion of the distinctively human characté 
istics of the human animal to his an 4 
body. Some have argued that the d 
(the name given to these specifically humai 
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ons) is somewhat independent of the 
put runs along parallel with it some- 
allowing interaction between mind 
dy but not complete identity of one 
he other. With the rise of the scien- 
ra there has grown a kind of agree- 
between the scientists and the philos- 
and theologians that the scientist 
d deal with the “mind” functions as 
they were the result of the function- 
the body and its organs in health or 
The scientist, however, would not 
on the right of philosophers and 
ns to think about them differently 
chose. Like other human beings, 
ntist claimed the right to be of two 
ds on the matter. In his practice and 
tory, he might accept the idea of the 
te unity of value of the different 
ions of the human animal, from the 
Ietion of urine to the formulation of 
In other situations he might value 
functions in a quite different way. 
Meyer introduced and educated 
can psychiatry to this kind of think- 
and invented a new branch of science 
press the idea. He called it psycho- 
ne important consequence of this no- 
that it becomes impossible to con- 
E diseases of the “mind” and diseases 
body in any sense independently. 
Must be the result of the poor per- 
ce of a single entity: the whole per- 
No one part of the person is inde- 
sent of other parts. The eye may alter 
With a liver change, as it does in 
disease, for example. Hallucina- 
and delusions may result from a lung 
as they do in delirium from pneu- 
c Rapid heart beat may result from 
unction of the nervous system that 
the person to realize fear. A persist- 
pression of aggressive attitudes may 
blood pressure no less effectively than 
lor of the adrenal gland. 
no means do all mental illnesses fit so 
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comfortably into the pattern of theory as 
those used in the examples, however. Psy- 
chiatry's greatest problem and most baffling 
scientific riddle, schizophrenia (or the 
schizophrenias), has refused thus far to give 
up its secrets sufficiently so that it can be 
formulated clearly under any of the models 
of sickness we now have available. Its 
mechanism is still elusive. 

From the examples just listed, it is ob- 
vious that programs to prevent the mental 
illnesses cannot be of a single sort but must 
depend upon which mental illness or kind 
of mental illness is to be prevented. There 
appear to be no ways in which the human 
being can become ill that do not also in- 
duce or cause changes in behavior which, 
if severe enough, may amount to mental 
illness. Infection of the body with disease- 
causing organisms can cause delirium. Lo- 
calized in the brain, such infections can 
destroy or damage tissues necessary for nor- 
mal personality functioning. An under- 
dosage of hormones produced in the body 
can result in the mental retardation of 
cretinism. This one can, in many instances, 
be prevented by an adequate supply of the 
chemical element iodine. A deficiency of 
insulin allows diabetes to develop. If not 
controlled, diabetes speeds arteriosclerosis, 
which in some instances leads to difficulties 
of memory and to other mental symptoms, 
Here the avenue to prevention lies in 
proper management of diabetes to avoid 
its complications, among which are behav- 
jor changes of more or less severe grade. 
New growths (‘‘cancers,” in popular ter- 
minology) cause mental illness. If located 
in the brain, they do it by disorganizing 
the function of that organ. Sometimes they 
do it by so depleting the body that it can 
no longer properly furnish the brain the 
nutriments it needs; sometimes they do it 
because the patient is so frightened or de- 
pressed by the knowledge of the situation 
that his emotional reactions get beyond the. 
al range and amount to mental illness. 
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Inadequate intake of some vitamins 
causes mental illnesses, "These are directly 
preventable by furnishing adequate sup- 
plies. Last summer I spent some time in 
the pocket of Yugoslavia that lies just east 
of Albania, the Kosmet. Only a few years 
ago the incidence of pellagra there was 12 
per cent. The establishment of distribution 
stations for vitamins and public education 
has reduced the rate to less than 2 per cent 
at the last survey, and has greatly relieved 
the load of the mental illness that accom- 
panies some cases of pellagra and that has 
to be treated by the psychiatrists of the 
area. 

Genetic errors can cause mental diseases. 
The last decade has shown what kind of 
error produces mongolism, but knowledge 
has not yet progressed to where the effect 
of the error in cell division can be pre- 
vented. In PKU, another kind of genetic 
or hereditary error, the absent digestive 
enzyme is known and a way (still rather 
more cumbersome than we would like) has 
been found to avoid the mental retarda- 
tion that accompanies this condition and a 
few others like it. 

All these examples—and there could be 
many more—are listed to illustrate beyond 
reasonable doubt that there are many kinds 
of mental illnesses and many that are quite 
directly preventable. The human person, 
being a unit, is liable to mental symptoms 
no matter how he gets sick; every kind of 
mechanism we know that causes any disease 
can and does in some instances cause mental 
disease. The Greeks said it first, as usual, 
in the epigram a healthy mind in a healthy 
body. All prevention of disease prevents 
mental disease; all treatment of disease has 
as one aim the prevention of psychiatric 
complications of disease, 

The concept of psychobiology implies 
something more, however. Just as the 
thinking and feeling functions of the per- 

son can be disordered by bodily malfunc- 
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tion, so can the finely balanced functioni 
of the body be disturbed by disorders 
originate in the thinking and feeling area 
of the person's life. In moving into thi 
field of discussion, one immediately lose 
something in the way of scientific exacti | 
tude. This is partly because words adequate 
to the situation have not yet been found 
to give a full and clear picture of the think 
ing in the field. Much of what is said on 
the subject has still to be said in terms of 
analogies, which sometimes are terribly it 
adequate. Telling one’s troubles to some 
body is, in some narrow ways, like, or anal 
ogous to, lancing a boil; but it is far from | 
being the same as, or identical to, lancing 
a boil. Yet, at this stage of development of 
our science we are reduced to this kind of 
language rather than some direct statement 
of what verbal catharsis, talking things out, 
really is. 

Another difficulty lies in technology. The 
changes in the internal balance of the body 
that can give rise to the symptoms of some 
kinds of mental illness are apparently e 
tremely small in relation to the discomfort 
of the symptoms. The chemical and othet 
tests available to detect the changes are not 
fine enough to demonstrate them. The 
amount of LSD (a lysergic acid gera 
necessary to distort ordinary perceptions y 
human beings is exceedingly small: a mans 
behavior can be completely distorted by a 
amount representing less than 1 (70000 
of his body weight. It is not unreasona' 
to assume that some naturally occurring 
materials, in extremely minute amounts, 
are equally effective in producing me 
changes. One of the very important res 
of the biochemical research that has borri 
during the two decades since the passage 
the National Mental Health Act has bee? 
the expansion of basic chemical n 
so that more of the extremely pes | 
changes in body balance can due 
detected. This will be immensely clari 
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when the mechanisms of equilibrium can 
be better understood through improved 
technology. 

The soldier involved in a hot battle in 
which his group is advancing on the enemy 
may find out he is wounded only when he 
finds his foot sloshing around in a boot 
full of blood. His pain function has been 
suppressed in the heat of the battle. Lorenz, 
the great student of animal behavior, has 
to excuse himself just before each lecture 
he gives because he always vomits then. 

The other night I landed at Friendship 
Airport. A friend was on the same plane, 
and we met while getting our baggage. We 
each offered the other a ride home. It 
turned out both of us had left our cars at 
the airport, he several days before, I that 
Morning. We walked out together to our 
cars. I got to mine first and found the 
battery dead—it had been foggy in the 
Morning and the light switch was still on. 
So we agreed that he would push me. We 
started to his car, but after looking the 
whole parking lot over, he recalled that a 
friend had driven him to the airport. He 
remembered putting his car into the garage 
at home, We ended up by pushing my car 
s Eine station, where the attendants 
^ it; and we went home. Despite the 
E to the contrary, there is really 
rà 8 wrong with either of our memories; 
"m Preoccupation with other things more 
aan (to us at least) simply didn't 
th E brains to function adequately in 
e i that day. Anecdotes like these 
us multiplied ad infinitum. Y call your 
Cre however, to the fact that they are 
iu tes, No one can translate them now 

the kind of direct cause-and-effect 

ing E it was possible to use in speak- 
E ler of the relationship between 
"m S bipes and the "lower" func- 
a E. the person—reaction to infection, 
bas Browths, to hormonal imbalance. 
owledge with which to do this waits 
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upon further research, some of it basic 
chemical research. 

Ideas and feelings are considered by some 
to be sufficient to cause symptoms of mental 
illness. This opens an area of prevention so 
large and so interesting that it pre-empts a 
very large proportion of our interest in the 
field. It so engrosses us that it is primarily 
responsible for the use of “mental illness" 
instead of “mental illnesses.” What “men- 
tal illness” says, it seems to me, is that 
people feel this area of internal emotional 
conflict to be of such importance that they 
identify it with the whole problem. 

It is of pre-eminent importance also be- 
cause it is an area in which a great deal 
can apparently be done through the famil- 
iar resources of education and management 
of the environment. We know people can 
learn. Can they not learn how to solve 
emotional problems for themselves as well 
as keep their bank accounts straight? Can- 
not the environment be arranged so that 
problems of living do not become sources 
of psychiatric illness? To paraphrase Pro- 
fessor Higgins: Why don’t parents teach 
their children how to live?—or, if not the 
parents, then the school, the church, the 
doctor, or the welfare counselor. I suppose 
most people believe that education and 
management of the environment will work; 
certainly optimistic people do. But the fact 
is that it has been, and still is, extremely 
difficult to show to the satisfaction of criti- 
cal scientists that they do work. Brim ê 
spent several years studying the problem 
and reluctantly came to the conclusion that 
there was no positive proof of the effective- 
ness of the large number of parent educa- 
tion projects that have been carried out. 

The interpretation of this situation is 
not easy, and thinking about it is not very 
comforting to the person who wants to do 
preventive work in mental health. In the 
September 22, 1965, issue of Life magazine, 
an editorial upbraids social scientists for 
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tiresomely collecting facts while refusing to 
look at life; the position “that what is not 
objectively provable is not important” is 
criticized. Experts are quoted to the effect 
that subjective evaluations are not to be 
discarded just because methods have been 
developed that make it possible more often 
than in the past to test subjective conclu- 
sions. This is one justified way of dealing 
with the unprovability of the preventive 
value of educational efforts in the preven- 
tion of mental illnesses of the group we are 
speaking of here. Essentially it says that 
scientific methodology is not good enough 
to test all truths, and that some scientific 
principles must therefore be accepted with- 
out complete proof. 

Another problem to the serious student 
of prevention of illnesses arising from emo- 
tional stresses is this: the issues taken up 
in the programs change strongly in em- 
phasis from time to time, Twenty-five years 
ago thumb-sucking and toilet training were 
considered very important in parent educa- 
tion; now they are much less stressed. Ab- 
solute regularity of feeding schedules for 
infants used to be considered the best way 
, to train babies for later mental health. This 

mechanistic system seems almost ludicrous 
now, thirty years—and two decades of 
teaching self-demand feeding—later. How 
is anyone to have confidence in an alleged 
preventive program that can, in so few 
years, so radically change its teaching? 
These are legitimate questions that must 
be faced by those, of whom I am one, who 
believe that the prevention of some mental 
illnesses whose “causes” lie in mental and 
emotional factors is actually possible, 
The discovery that has, in my estimation, 
done more to place preventive psychiatry 
on a firm ground than any other has been 
that showing the harm done to individuals 
by understimulation. This furnishes the 
theory upon which a great deal of the anti- 
poverty program is based. It has the advan- 
tage of a foundation in animal experimen- 
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tation that the educational programs of 
earlier periods did not possess to the same 
extent. 

When monkeys are raised apart from 
other monkeys until they are grown, their 
behavior is grossly abnormal, so much so 
that they may not even be able to perform 
such basic biologic functions as reproduc 
tion. They cannot any longer learn to live 
comfortably with other monkeys at allí 
Puppies raised in as much isolation as pos 
sible become, after a period, unable to | 
form affection for human beings and, on 
Many tests, act as though they are mentally 
retarded.5 Children raised with an insuffi: 
cient amount of adult attention develop 
neither mentally nor physically as well as 
children raised with more adult stimula 
tion. Various workers have called the 
deprivation these children suffer by various 
names. Bowlby? characterizes it as lack 
of maternal care; others have simply qe 
ferred to lack of stimulation, emphasizing 
the emotional aspect somewhat less than 
Bowlby did. (Incidentally, this work had 
much to do with the swing of parent educa: 
tion efforts away from fear of “spoiling 
children and toward recognizing the child's 
need for stimulating attention.) The work 
with animals on the effect of isolation of 
understimulation has been adequately 
proved experimentally, and many feel Ais 
that the principles are near enough to proo 
so far as the human animal is concerned 
that action toward prevention of the effects 
of understimulation is fully justified. 

As is often the case in the prevention i 
diseases of all sorts, preventive efforts base 
on the idea of understimulation began long 
before the theory was mature. As early a 
1890, Folks® originated foster care as an 
alternative to orphanage care for children 
because he felt the higher ratio of adults 
to children in most homes produced health- 
ier children than the lower ratios available | 
in institutions. In an earlier period (when 
there was concern about families’ being t00 
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rather than about the population 
) one of the reasons for sending 
to nursery schools was to provide 
nionship with children of similar 


eys shows that that species gains much 
associations with age-mates) The 
ten movement had as one of its 
expanding of the child's exposure 
iences and materials to create a 
readiness for subsequent learning 
ide school. Later this aim became 
concrete, and was called "increasing 
g readiness"; but the program was 
"broad and encompassed much social 
g 

ere is a clear, logical relationship be- 
mental retardation and adequate 
on and between reading readiness 
of opportunity to learn from 
at appropriate times. But the theory 
mot stop there. Bowlby's use of the 
“Maternal care" was based on the idea 
ab unless a child was exposed to a loving 
iionship early, he would probably not 
le to love when he grew up. The 
ty to love is a notion much harder 
al with scientifically than is mental 
d on. However, Bender? and Gold- 
in New York and Bowlby in England 
uded, on the basis of statistical studies 
mparing the outcome of emotionally 
ed children with suitable comparison 
) that deprivation of love resulted 
inability to love. They saw this 
"Wedge that separated some types of 
al behavior from that of normally 
d people. 

implications for action are clear. 
at this time seeing action testing 
ory on an unprecedented scale. The 
verty program insofar as it relates to 
n is aimed at increasing the stimuli 
_» Upon young children through pre- 
Barten exposure. For years such stal- 
F Broups as the Child Study Association 
P "ater, the adult education program in 


| (Incidentally, Harlow's work with . 
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the schools have been trying to teach par- 
ents, in groups of ten or twenty, how to 
enrich their children's lives. Now we are 
launched on a national program that will 
attempt not only to influence the parents, 
but the children as well—and not by tens 
and twenties, but by the hundreds of thou- 
sands. It is frightening to contemplate what 
will happen if the theory proves wrong! 
The terminology used in the antipoverty 
program is largely economic, but the theory 
is derived from mental hygiene. The dis- 
eases to be prevented (as stated in the re- 
port of the President's Panel on Retarda- 
tion) are the less severe grades of mental 
retardation. 'The sociopathic states may 
also be lessened in the course of the pro- 
gram, and the expanded range of possible 
reactions on the part of children may pro- 
tect them against other forms of psycho- 
genic illness. 

The adult program is based on the same 
principles; but the scientific base in this 
age group is, in my estimation, far less 
secure than that in the program for chil- 
dren. The issue here is one that also comes 
from animal experimentation—that of the 
critical period for learning. In its simplest 
terms, this means that some things, if they 
are to be learned at all, must be learned 
at a particular stage in the development of 
the organism. The proverb "You can't 
teach an old dog new tricks" expresses the 
general idea, but it is supported by a great 
deal of experimental work. The adult edu- 
cation and organizational efforts of the 
antipoverty program would appear to have 
much less scientific basis for hope of suc- 
cess, according to these findings, than the 
efforts expended upon children and, per- 
haps, youth. A grand human experiment 
the like of which has never been seen be- 
fore is going to be tried, and we shall have 


the opportunity to judge the result. 

The adult programs of the antipoverty 
effort do not rest solely upon teaching 
adults more successful ways of living. They 
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are based on the assumption that the capac- 
| ities of the target groups in the population 
did develop in childhood, but have been 
Suppressed by their way of life and the 
conditions under which they live. The 
effort is made to give an opportunity for 
the exercise of the capacities for responsible 
leadership that exist in the adults of these 
groups but that have been suppressed and 
unused in the past. Shaw and McKay 11 
and others have demonstrated that these 
population groups do have more potential 
than they show on superficial examination. 
The second basis for the adult programs in 
the antipoverty effort lies in this hopeful 
direction. 

So far I have discussed chiefly the pre- 
vention of damaging deprivation as a means 
of preventing some mental illnesses the de- 
crease of which is considered to be of enor- 
mous importance to the nation. The coin 
has an obverse side, however. What has 
|| been discussed as prevention of illnesses 
|| can be described equally well as an increase 
i in mental health, and the program, as the 
| promotion of mental health rather than 
| the prevention of illnesses. This reversi- 
|| bility is characteristic of most preventive 
|| efforts directed toward illnesses that have 
|| their origin in ideas and feelings. The 
, conclusion is soon reached that the illnesses 
represent the absence of health as much 
as they do the presence of illness. Frankly, 
I leave the discovery of the implications of 
this statement to you. 

Emotional conflict has long been the 
only theoretical model upon which pro- 
| grams for the prevention of mental illnesses 
| have been built. The soldier has an illness 
| because the wish to be brave and the wish 
| to run away are present together, each 
striving to come to the level of action. The 
conflict eventually becomes more than the 
man can bear, and he begins to show symp- 
toms of mental illness of one sort or an- 
other. The son is involved in a struggle as 
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to whether he loves his mother or th 
ership of his own life more, and the stru 
exhausts him to the extent that symp 
appear. An unresolved hatred is int 
able, and is denied until it is so repres 
that it no longer appears in conscio n 
Yet it disturbs function to the extent tl 
illness appears. This model no lom 
dominates preventive psychiatry as it 
a decade or two ago, when almost all I 
grams were based on it; but it was, and 
a highly useful one. 

The model of emotional conflict i 
rise to the concept of anticipatory guidar 
the idea that it is worthwhile to pi p 
for predictable events in life by talk 
about them beforehand—events such 
childbirth, retirement, children leay 
home, children marrying, preschoolers hi 
ing temper tantrums, and the like. A: f 
years ago, programs based on this modi 
would have been the burden of this addres 
It is still important and still useful. D 
you see the advertisement in the Sep 
29, 1965, issue of Life recommending t 
boys of draft age talk over their impend 
military experience with a school co 
selor or use the recruiting sergeant a 
counselor? This is anticipatory guidant 
in action. 

As there are many mental illnesses, 
will have to be many different programs 
prevention. Some of these will deal wit 
the chemistry and physics of the body al 
some with ideas and feelings. Some WW 
supply stimulation to maximize. heal 7 
These types are currently being tried oni 
scale more massive than has ever E 
been attempted. Some are directed tow? 
alleviating the poignancy of debilitating 
conscious or unconscious conflict. Prevê 
tion of the mental illnesses cannot be com 
ceived, and should not be spoken of, a$ ? 
single program for a single disease; ratlel 
all should strive toward multiple prog 
with objectives as specific as can be show! 
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to be worthy in the light of what is known 
at the time action is needed and becomes 
possible. 

I venture to predict that the future of 
the prevention of the mental illnesses will 
include an even larger series of models 
upon which action programs can be based 
than I have been able to lay before you, 
and that there will, through our determina- 
tion, be more people to work at the job 
and more money to hire them. 
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Any social plan must serve several needs 
or demands. Because these vary in intensity 
among different communities and at dif- 
ferent times, the needs of the primary mo- 
tivator or subject of the plan may be over- 
looked. In the area of mental health, the 
fundamental needs to be answered are those 
of the patient, to whom services must be 
available when he needs them, where he 
i needs them, and in the amount he needs, 
| ideally no more and no less, 

In planning, however, one must recog- 
nize auxiliary or secondary needs, for ex- 
ample, the professional needs of the mental 
health staff, i.e., opportunities for growth, 
| for development of new techniques, and for 
prestige. There may be a discrepancy be- 

ween the roles society assigns to different 

embers of the staff and those assumed by 
the professional people themselves. In ad- 
dition, the nonprofessional members of the 
staff may be involved with certain aspects 
of desire. for "status"; related to this, they 
must see themselves as having a useful, 
essential, and stable role to play in the 
over-all organization. 

There are also public needs. To satisfy 
their social consciences, citizens of the com- 
munity want to know that something useful 
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Social planning for mental health 


is being done for the ill and unfortunate; 


more specifically, in terms of actual practice, 
they want to know that a resource exists to 
which they can turn when friends, relatives, 
or other citizens become disruptive in theit 


behavior. There are also political needs. | 


Every good legislator or other holder of ap- 
pointive or elective government office feels 
deep within his soul some stirring to com 
tribute to humanitarian causes, to serve 
interests beyond his own or his ME 
familys. The preference is that sui 
undertakings be worthwhile, relatively m 
spicuous, but inexpensive. Mental E 
can qualify by. being conspicuous Gh 
worthwhile, but it is not always inexpensive. 
I confine this essay to a discussion of p^ 
tient needs. However, as the perceptive 
reader will note, to some extent these fulfill 
some of the requirements of the auxiliary 
ups. 
got individual has certain basic Mr 
These may be viewed from a molecular 0 
cellular level as a need for food, water, a 
and certain other metabolic elements, ET 
from the point of view of social function 
a need for objects to love that will ji 
love, for objects from whom one can Mer 
support, and for a world in which one = t 
express certain aggressive or creative i m 
ings. Although most psychologists be de 
that human needs or drives arise from t 
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tissues, all agree that they must be ex- 
pressed, gratified, or frustrated by the 
family and the community in which one 
lives. Our society sets up certain cultures 
and rules; ways of expressing needs vary not 
only according to the age and development 
ofa particular human being in his own 
special family, but also according to the 
prescriptions and sanctions of his larger so- 
cial group. For the infant who loves his 
mother and develops a certain feeling of 
confidence, trust in this loving and giving 
person ultimately extends to father and sib- 
ling, if they are available and reasonably 
lovable, and finds its adult expression with 
a marital partner with whom he has amia- 
ble personal and sexual relations, and with 
children. It is to be hoped that there will 
bea little left over to give to neighbors and 
mankind in general, with an occasional 
kind thought for his enemies. 

Needs for acceptance and love may be ex- 
Pressed beyond the narrow genital sense, 
Which in our society is allegedly to be di- 
Tected only toward one’s spouse. A person 
Who is loved and esteemed, who has rela- 
tionships with members of his family charac- 
aa by confidence and trust, more readily 
that he is acceptable to the majority 

People around him. If he is rebuffed or 
Tejected, he can define the event as unique 
and adapt to it, rather than generalize and 
se it as a condition of life. The goal of 
m mental health services is to help 
k Eu grow with reasonable degrees 
d ii strength or resilience or, if you like, 
Stee to help him develop a height- 
ability to tolerate and adapt to frus- 
d ons and to postpone gratifications until 
uitable objects, time, and circumstances are 
available, 

5 k prem in planning services often cen- 
Bess Out our tendency to attribute our 
oh heeds, values, and sources of satisfac- 
to people of different cultures and dif- 
ent opportunities. A case in point is 
enneth Clark's example of the uneducated 
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Negro youth who goes to a college campus 
carrying an empty attaché-case and tells 
his friends that he is a student in advanced 
mathematics or physics. Having little op- 
portunity for real education, he begins to 
bolster his own ego by sham. Some people 
seek solutions to their difficulties in being 
accepted by engaging, within the educa- 
tional and financial confines of their com- 
munity, in pursuits in which they can excel. 
Others turn to gangsterism, dope-pushing, 
or prostitution. 

What types of mental health service are 
required to meet the needs of the individual 
and the community in which he lives? In 
terms of primary prevention, the services 
must be part of general community-wide 
planning. Opportunities for education 
and for the development of a career in 
which aggression can be expressed appro- 
priately should be provided. Medicine and 
psychiatry constitute only one aspect of 
community programs; and, in fact, mental 
health agencies themselves are only a part 
of the community plan. 

The basic problems, however, remain 
very difficult ones, and we must work at 
them with little hope of ultimate solution. 
The technique is more closely akin to 
breathing than to statue-building. The 
fact is that we have less than extensive 
knowledge of how to make a mother love 
her child, or how to make parents love one 
another, or how to make schoolwork or a 
job meaningful. We know that being effec- 
tive, trusting one’s co-workers, and preserv- 
ing confidence jn one’s ability to carry on 
are keys to maintaining mental health in 
times of stress. We can at least take cer- 


tain steps toward assuring adequate educa- 


tional opportunity, good general health, 
and good work opportunities for our en- 
tire population, irrespective of the social, 
economic, or racial background of its mem- 
bers. The trick is to make the services fit 


the needs of people who come from diverse 


subcultures. P 
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The needs of an individual must often 

be different from those of the group. This 
has led Freud and others to dwell (perhaps 
overlong) on man's aggressions, his desire 
to satisfy himself at the expense of his 
neighbor. As Freud ! has put it: 
The bit of truth behind all this—one so eagerly 
denied—is that men are not gentle, friendly crea- 
tures wishing for love, who simply defend them- 
selves if they are attacked, but that a powerful 
measure of desire for aggression has to be reckoned 
as part of their instinctual endowment. The result 
is that their neighbor is to them not only a pos- 
sible helper or sexual object, but also a temptation 
to them to gratify their aggressiveness on him, to 
exploit his capacity for work without recompense, 
to use him sexually without his consent, to seize 
his possessions, to humiliate him, to cause him pain, 
to torture and to kill him. 

In the working or the school world, cer- 
tain of the demands of the organization or 
of society differ from the self-serving needs 
ofthe person. Taxes are a good example: 
no one likes to pay them, and they take 
away money the individual would like to 
lavish on himself. Yet they are a necessary 
adaptation we must all make to keep the 
social system functioning. Laws represent 
another illustration. Each of us firmly be- 
lieves in safe driving and in the general 
necessity for speed limits while concom- 
itantly seeing ourselves as constituting an 
exception to the rules by virtue of our own 
superior skill at the wheel. Modification 

f individual needs to accord with group 

als can be accomplished through educa- 
tion, through a system of rewards (i.e. 
" salaries), and through provision of other 
methods of sublimation (recreation). 

ll Thus, individual and group needs may 
| very well require compromise. However, 
_ social planning certainly can partly resolve 
| this conflict so long as it allows for achieve- 

ment and a sense of confidence in oneself 

and one's role; does not tend to breed de- 
| pendence on others for much beyond ac- 
ceptance, respect, and an opportunity to do 
a reasonable amount of work; applies ap- 
propriately to the population's levels of 
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education; and provides an opportunity for 
the individual to grow in terms of his own 
resources and sense of achievement. 

In making plans and assessing the results 
of various programs, it is necessary to recog. | 
nize that people reared in different culture 
may require some time to acquire new 
skills. There should be no expectation that 
a single lifetime will be sufficient to com 
plete acculturation or successful transition 
from a ghetto to upper-middle-class society. 
We all know instances of the failure of at 
tempted recreation programs, the abuse of 
new quarters, the increase in juvenile delin- 
quency, and problems in education. How 
ever, such setbacks should not occasion sur 
prise, indignation, or outrage; actually, à 
little change in each generation is about all 
one can hope for. 

Viewed in another way, planning calls 
for provision of services for certain cate 
gories or types of person. Certainly the 
comprehensive mental health center must 
supply services for the standard cases (diag: 
nostic categories) most often encountered: 
schizophrenics, manic depressives, alcohol 
ics, the mentally retarded, and the senile. 
Clinic services for neurotics and those with 
character disorders must also be provided: 
The problem for some centers is that society 
is increasingly defining persons formerly 
considered as criminal, improvident, or de 
linquent as appropriate cases for treatment. 
Having classified these people as sick, We 
may then think that the problem has bee? 
solved rather than merely renamed. But 
moving the site of the problem from » 
welfare office or the department of correc 
tion to the mental health center solves noth 
ing insofar as the community at large 5 
concerned. New facilities for the care am 
rehabilitation of these groups, new resear' 
into better methods for managing Er 
and better ways for providing the pete 
ity services they need are all subjects 
need both investigation and increasing ee 
port for the application of current methods 
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The latter are of varying degrees of effec- 
tiveness in different cases. 

The community must also give attention 
to providing services to fit the needs of the 
individual patient. Certainly the major 
element of such services must be flexibility. 
Patients who require only one or two inter- 
views at unscheduled times should not be 
required to wait for a time that is conven- 
ient for the staff. Some type of walk-in or 
emergency clinic is obviously essential. Pa- 
tients should have available to them 24-hour 
hospitalization, outpatient therapy, home 
care, or any combination of these as needs 
change during the course of improvement 
or during momentary exacerbations of 
symptoms. Because patients tend to suffer 
anxiety with a change of therapist, and be- 
cause it is time-consuming and wasteful for 
a series of professional persons to learn to 
know the patient and the details of his ill- 
ness, arrangements must be made for con- 
tinuity of care. The patient should keep 
his physician, his social worker, and, if 
EN his nurse, regardless of whether 
& i e hospital, the clinic, his home, or 
am e other institution (such as school, 

ge, or prison). Furthermore, our pro- 
mm must be arranged so that they can 
LA a of all economic and social types. 
Enn en our services are designed for the 
e class when many of the great needs 

are among the lower social and economic 
pelea For these groups, techniques and 
p ms Rodi from those suitable for 
"m re affluent and better educated seg- 

: S of the population are required. 
ioa appropriate to discuss here the 
a topora NAE 
Cli take it into consideration. In 

ng some of our methods—for ex- 
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ample, the case conference, the intake inter- 
view, and similar procedures—we must as- 
certain that we are not duplicating effort 
and wasting professional personnel. In 
fact, it must be determined that each step 
of every procedure serves some need of the 
patient rather than some need of the agency. 
Much of current intake procedure, for ex- 
ample, seems to be aimed at exclusion, 
rather than at facilitating intake and serv- 
ing patients' needs. 

Just as the rules and regulations for the 
care of patients must be flexible, so must 
the planning be. Planning is an ongoing 
concern. Once an organization or agency 
is established and purportedly running 
well, something is wrong with it: anything 
that is growing and adapting itself to the 
changing needs of society must present ad- 
ministrative, personnel, and financial prob- 
lems. 

We must anticipate, even welcome, a 
struggle. Although I am convinced of the 
unlikelihood of drastic change rapidly ac- 
complished, I also believe in the necessity 
(in the area of mental health, as in all other 
serious and significant undertakings) of act- 
ing as if the possibility were greater than it 
is. In the last few decades we have seen 
vast and deep social changes; they did not 
occur suddenly and spontaneously, but re- 
sulted from strenuous efforts maintained 
over long periods of time. Social planning 
is fundamental to our endeavors. We must 
relinquish Messianic expectation while 
committing ourselves unceasingly to realis- 
tic devotion. 
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I like Lady Macbeth's unknown doctor, 
perhaps because he deserves more attention 
than he gets from Shakespearean studies. 
One question seems never to have been 
asked: What means would he have had to 
assist him in the management of her case? 
From looking at the play, two methods 
suggest themselves: sedation, and music 
therapy. There is more evidence of cura- 
tive insights for mental health problems 
facing Tudor Age doctors than might be 
supposed. 

Lady Macbeth's doctor would have sug- 
gested on arrival, "Fyrst in the chamber 
where the pacient is kept in, let there be 
no pycters nor paynted cloths about the 
bed nor chamber; then use in the chamber 
all thinges that is redolent and of swete 
savours, and keep the pacient from 
musynge and studeing and use myrth and 
mery communication, and use the pacient 
so .. . (she) does not hurt (her) selfe (nor) 
no other,” 1 

The next step appears to have been 
| sedation. Lady Macbeth was not a bed 
patient, in the so-called sleep-walking 
scene. Her eyes are open; she is relaxed 
enough to speak coherently. “The seda- 
tive properties of opium . . . have been 
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Mental health insights 


in literature —I. 


known for ages, and despite danger . «+ 
(it was) used for mental diseases.” 2 Heavy 
sedation would lead to narcosynthesis—a 
strong reaction often markedly beneficial, 
Lady Macbeth's reactions in the sleep-walk 
ing scene satisfy the criteria for narcosym 
thesis: “the censorship processes of the 
personality are lifted enough for . . Adi 
pressed material to emerge. . . . As p 
memory of the traumatic event returns, the 
patient lives through it again with the er 
tire emotional appendage . . ." At this Er 
her doctor can diagnose, for her state 0 
acute anxiety responded well. ks 
Later he refers to “thick coming fancies 
—words that are scapel-like in their pe 
ing. “Fancies” was the Elizabethan WO ; 
for fantasia, a musical form, and of pe 
a synonym for ideas as well. Use of 
word shows that music therapy was w^ 
in Shakespeare's time, for as Prospero ks 
"A solemn air: and the best comforter 
an unsettled fancy, cure thy brains. m 
pipes were hardly the instruments to BE 
to. Any of Lady Macbeth's Jodie n 
ing must have said as Cloten did ge a 
other occasion: “I am advised to give d 
music o' mornings; they say it will ac 
trate . . . first a very excellent good-co! 
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ceited thing (a fantasia for viols); after, a 
wonderful sweet air, . . ." Something in the 
nature of Ralph Vaughan Williams’ “Fan- 

tasia on Greensleeves,” such a one as an 
Elizabethan Purcell would have written, 
was what Cloten meant for a second selec- 
tion. Variety was important. Harp music 
would have served, as the doctor would 
have been familiar with the story of David 
playing to Saul. Plainsong chanting might 
have recommended itself, for the soul as 
well as the body was to be looked after. 
At least the doctor seemed to think so, 
lor he would be forced to decide whether 
the sense of guilt was "real" or neurotic, 
Whether the patient needed therapy for 
neurosis or forgiveness for sin.* 

Lady Macbeth's doctor is called upon to 
deal with an essential part of the human 
nature: "Religion, knowledge, . . . protect 
++. against dangers which are not of the 
sensorial range but which (are). . . much 
More destructive... ."5 By this time he 
emerges as a potential behavior therapist. 
The first phase of his empathy-encounter 
in the so-called sleep-walking scene was ex- 
periencing the patient's feeling. Such a 
hae scrutiny “refers to the testing of 

€ feeling against the reality of all the 
tee knowledge of the patient: . . . modes of 

haviour, . . . associations, and the like. 
5 -° All this, of course, must be viewed 
m the background of Macbeth's prep- 
ae for war. The projected feeling is 
m » i the doctor's method of reasoning 
X aeons leads him to analysis of a 
te UsTesponse relationship—"perturbed 
un re'—or, as he puts it, “a great perturb- 
i d of nature," for "the basic premise 
> Saag therapy of neurosis is that 
con are persistent inadaptive learned 
dii of reaction . . . acquired under con- 
i ons of emotional disturbance (anx- 
SO nt 
d Macbeth's doctor recalled. what 
lam Bullein had written: “The great 
Paynes and secrete grieves that disquieted 


Mental health insights in literature 


185 


minds doe . . . susteyne bee not much un- 
like unto the infernall tormentes, . . . the 
wicked doe feele . . ."8 Lady Macbeth's 
"washing" was an obsessive-compulsive neu- 
rosis brought on by Banquo's murder. The 
spot on the handkerchief represented the 
blood on the groom's clothes. Her reaction 
was a prominent ideational, motor, and 
sensory response. 

Her healing would have been time-con- 
suming; but of course the dictates of 
Shakespearean tragedy would not allow it. 
Lady Macbeth herself had lost all desire 
for a cure. Perhaps she had told the 
doctor: 

So sick I am not, yet I am not well 
...lam ill, but you being by me 
Cannot amend me: Society is no comfort 
. .. I am not very sick, 

Since I can reason of it... 


Lady Macbeth, is, of course, a prototype, 
“neurotically hostile . . . aghast at what 
she has done, quaking with guilt, and cry- 
ing for punishment. . . ."9 A coroner's 
jury would have said she was “caste awaye 
by thoughte, . . . and for some . . . affections 
of the mynde. . . .” 7° 
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The existential conflict between 
psychiatrists and ministers 


In our times, conflict is thought of as some- 
thing negative, or even hostile; neverthe- 
less, no personal standing-out can be 
achieved without resisting or opposing 
values and attitudes of other people. 
Therefore, a struggle for power is inevitable 
whenever one wants to assert one’s unique- 
ness within one’s finitude. One has to have 
the ability to stand up to others according 
to one’s resources and circumstances. In 
the confrontation with other people one 
must be able to grow, to have living space, 
to use one’s power and force through one’s 
personality and character structure, and, if 
necessary, by physical means to maintain 
one’s identity and preserve the self in its 
unique distinctiveness in relation to the 
other. 

Relating to other people or groups can- 
not, therefore, be achieved by some kind 
of absorption or fusion with the other, but 
only by a continuous encounter and strug- 
gle, with resulting inevitable conflicts and 
tensions, resisting what one considers an 
attack on one's value system, preventing the 
loss of one's dignity, and, hopefully, in this 
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way attaining peace by keeping the conflict 
constructive. Not involving oneself in any | 
confrontation and thereby avoiding the is 
sues leads not to communication, but to 
loss of social identity and to isolation. — 

The psychiatrist and the minister are in 
Opposing camps, with an abyss between 
them, only when they cannot agree to share 
certain basic values that are necessary for 
any true relationship. The fundament 
unity of knowledge, which was shared for 
centuries in the Western World, is now 
often dismissed by the psychiatrist as a relic 
of medieval thought and resolved unequiv 
ocally in favor of science. There is there 
fore no common ground for di 

Unless the psychiatrist realizes that 3 
minister's approach to knowledge is P 
longer medieval and that his own lagen 
still does not manage to express the d 1 
truth about human existence, this v 1 
guage barrier" will continue to be 
problem. 

To overcome this modern dilemma, íi 
to achieve genuine confrontation, the "n i 
nomenologic method of inquiry eer 
itself as a rational method. E. Husser od 
his Cartesian Meditations posits a meth " 
that shows a passion for the rational jus 


and 
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| fication of all knowledge? and seeks in 

reason and in the essential intentionality 

of consciousness its further development. 
' Therefore, the object of consciousness is 

just as much “given” as the fact of consci- 
ousness itself. To apply this technique to 
the clinical practice of pastoral care and 
to show how the conflict between psychia- 
trit and minister can be overcome, at 
least in a small degree, are the purposes of 
this paper. 

We have to agree with Karl Rahner * that 
the attainment of knowledge cannot be 
achieved by feelings or instincts. Yet ra- 
tional, cognitive, discursive reason, concep- 
tually and perceptually expressible and em- 
ploying general maxims of reason, is ca- 
pable of comprehending knowledge only in 
a general way. Only by an intellectual 
Operation whereby knowledge is intuitively 
and immediately comprehended can the 
€sentiality of the individual intentionally 
and consciously be grasped. 

Pastoral care has traditionally had as 
one of its major responsibilities helping 
People whose internal difficulties of person- 
cd have interfered with effective daily 
lving—that is, pastors have commonly felt 
that their parishioners' faith was demon- 
strated not only by a willingness to affirm 
the teachings of the church and to account 

emselves "saved," but also, to some de- 
Eu by how responsibly they conducted 
T Various relationships of their life-situa- 

Ons. It is in this area that the modern 
D of psychoanalytic and existential 
: a counseling seems to pose a threat 
: e clergy. Many clergymen feel that 
ne of their most crucial roles is being 
usurped, 

It is also true that many professionals on 
i Other side have reacted very negatively 
mm attempts to continue to exercise 

5 function. This is particularly true of 
ee who adhere rigidly te 
of ctum that religion in itself is evidence 

Psychologic immaturity. Fortunately, 


. negative, 
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the hard lines on which this conflict was 
organized originally have been considerably 
softened by the work of sensitive people in 
each field, and the growth of the specialty 
of pastoral counseling bears witness to the 
real possibility of co-operation. 

However, this is not to say that no diffi- 
culties remain. Many factors still work to 
trouble the smooth co-operation of pastors 
and psychiatrists, and we present a brief 
account of some of them here in an attempt 
to define the proper working relationship. 
We have in mind particularly the clergy- 
man who has very little idea of what 
resources are available to him in the com- 
munity for the treatment of emotional diff- 
culties or who, even if he has this knowl- 
edge, finds himself disappointed in the 
results he sees. What can he properly ex- 
pect? In what kinds of situation would he 
do best to refer people to professionals in 
psychiatry since they require a level of in- 
tensity of treatment that he is not able to 
provide, because of the very nature of his 
position? If professional treatment is called 
for, how can he minister to the family of 
the sick individual in such a way that the 
fear of psychologic abnormality can be 
faced and the family members accommo- 
dated to the continuing role they must play 
in the patient’s life? How can the church, 
and the minister as representative of the 
church, properly support its members in 
times of psychologic stress? How can the 
minister and the psychiatrist support each 
other’s work? 

The minister who takes such questions 
seriously can find himself completely at a 
loss unless he finds some way of under- 
standing what they mean for his situation. 
1f he fails to discover what psychiatrists are 
trying to do, he may fall into a completely 
and therefore destructive, attitude 


toward their work. If he exaggerates the 


resources he has at his disposal in minister- 
individuals, he 


ing to seriously disturbed l 
may blame himself unfairly when it be- 
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comes apparent that his counseling is in- 
effective. In either case, however, he may 
gain a sense of greater competence by 
increasing his understanding of the possi- 
bilities of help for a variety of conditions. 

What is to be done, for example, and 
what results can be expected when a child 
presents a serious behavior problem in 
school or at home? When an alcoholic 
father abuses his wife or fails to provide 
adequately for his family? When a mem- 
ber of the church community gives evidence 
of living completely in a world of his own, 
or of possessing destructive tendencies that 
may lead him into trouble in the commu- 
nity at large? When a husband and wife, 
for whatever reasons, find themselves at 
what seems to them a point of no return 
in the progress toward divorce? 

The first step in gaining answers in such 
cases is to talk at some length with the 
troubled people and with those who know 
them well enough to be able to cast some 
light on their situation. Here the difficulty 
is that often the problems are such that 
there is considerable reticence about dis- 
cussing them, especially in the presence of 
a minister who, despite any attitude of con- 
cern and sympathy he may express, still 
represents an institution that is understood 
to make moral claims on its members. Thus 
it is necessary for the minister to establish 
an atmosphere in which the parishioner 
feels free to express his deepest concerns 
without fear that a heavy theological judg- 
ment will immediately fall on him if some 
great sin is revealed. 

The major purpose of initial conversa- 
tions, in fact, will be to discover whether 
or not the parishioner can talk realistically 
about his situation, or whether he is so 
dominated by fantasies and wishes that no 
effective communication is possible. He 

may be unable to talk, or in his talking he 
may reveal such intense feelings that the 
minister may feel he cannot restrain him- 
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self from becoming emotionally involved 
to a dangerous degree. He may feel not 
just sympathy for the human difficulty he 
meets, but a degree of the same anger, the 
same panic, the same inadequacy as is re 
vealed by the parishioner. In such a 
he does best to seek the help of people | 
professionally trained to take these emo 
tional projections upon themselves and. 
deal with them therapeutically. 

To put it another way, there seem to be 
three levels, in general, on which people | 
may live their emotional lives; and these 
correspond to levels of emotional expeti- 
ence through which the normal person | 
passes in the course of his life." ; 

The first level, which is that of earliest 
childhood, is the level of a deep emotional | 
attachment to the mother or to someomt 
who plays the mother’s part for the child. | 
At this level, to be separated from the 
mother, or to be deprived by her of the 
basic necessities of food, warmth, and love | 
throws the child into a degree of panic that 
is the basic model for all later experiences 
of loneliness. Many adults have never man 
aged to outlive such experiences, and “a 
simply not possible to reach them in 
course of conversation, for at the digi 
hint of disagreement they so lose track 0! 
themselves that they seem to become some 
one else—the conversation takes a com 
pletely different, completely neutral e 
or they talk nonsense, or they lose th ij 
selves in fantasy and, therefore, cann 
help but live inauthentic lives.* 4 

The second level is what might be hu 
the "magic" state of being. Older chil a 
think this way; they make themselves s 
center of a world organized to serve E 
needs, They act out fantasies of Om a 
potence in their play, and they i zi 
manipulate others in order to get id 
way. When this kind of emotional dm 
ture is encountered in adults, it is pipi y 
also best to refer them for professional help 
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since the emotional demands are of such 
intensity that people untrained to meet 
them may do more damage than good. 
The stage of adulthood, finally, is char- 
acterized by the ability to estimate one's 


"situation realistically and to communicate 


i 


with others about it because one has arrived 
at an authentic state of being in which 


- one's character structure and personality— 


and, therefore, one's mode of existence— 
are based on values one has chosen and 
tested for oneself. 

Many people linger between the second 
stage and the third. In any case, the reali- 
ties of the modern world are such that even 
the most “normal” people find themselves 
at times on the verge of being overwhelmed, 


because they tend to misinterpret the na- 
ture of the reality they must attempt to 


cope with. They make a verbal judgment 
about their situation; they talk about it 
and, suddenly, as if by magic, this verbal 
statement comes to be mistaken for the 
GU it was meant to describe. They 
ded E they understand not the truth, 
bini E. they have themselves created. 
Edu ey can be reached by the minister 
din they are aware that something is 
Hn in the way in which they interpret 
iue E to themselves. It is in such 
idm at pastoral care is most appropriate 
Š bp likely to be of positive benefit? 
3 end at such a stage of living that it 
liba y possible to talk to people of their 
bs Cid It is not, of course, 
s Ssible to “lay down the law” to people 
of ie unable to deal with the affairs 
eir lives on a more adult level of ma- 


turit 2 x 
| Y. But the conscientious pastor who 


Eier in a situation that seems to 
oiim action may well find in the 
Tb DE he faces a dilemma virtually 
m dn le to resolve. As both a moral 
of i "i d community and the “shepherd 
T s flock”—that is, as both upholder of 

moral law and representative of the 
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institution that seeks to reconcile the err- 
ing, to bring them back into genuine com- 
munity—he feels impelled to condemn and 
to forgive at the same time, and he-may 
even conclude that to refer such a case to 
other professionals is simply to avoid it 
himself. Thus he may increase his own 
emotional burdens, which are already 
heavy enough because of the demands of 
the many roles that he must play.'? 

However, he need not react in this way; 
in fact, he may well interpret such a reac- 
tion on his own part as a danger signal 
that his emotional patterns are interfering 
with his own most effective conduct of his 
work. Ministers, it is true, historically have 
dealt with the whole range of human per- 
sonality, and the structure of ideas in which 
they operate even puts an obligation on 
them to do so. But on the practical level 
there have always been limits to the range 
of problems they have been able to meet, 
and the wise pastor has been aware that 
only certain possibilities of action are ap- 
propriate to given cases. It is this kind of 
knowledge that is made more systematic 
by the psychologic disciplines. The prob- 
lems these professionals are trained to con- 
front, and the difficulties of communication 
they are skilled in overcoming, though at 
great cost in time and patience, are prac 
tical problems that ministers generally lack 
time to manage, even when their emotional 
resources are otherwise adequate to the 
task. This is why ministers do well to learn 
how to recognize what kinds of people may 
best be referred to others for professional 
treatment." 

Now, however, a new set of problems 
arises, for the minister who has decided to 
refer certain cases to psychologic practi- 
tioners or to one of the community services 
accessible to him may still be troubled by 
the kind of results achieved, by the manner 
in which the "treatment" is carried out, 
and, not least, by the expense involved for 
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his parishioner or for the church, should it 
wish to assume the burden of caring for 
one of its members who is emotionally dis- 
abled. These difficulties stem from the fact 
that psychiatry thinks of itself in scientific 
terms rather than in religious or emotional 
ones. People who come for professional 
care to a psychiatrist are thought of pri- 
marily as cases rather than as members of 
a valued community. But it would be a 
mistake to conclude from this that they are 
not taken seriously. In fact, it is exactly the 
point that to be impersonal, not to allow 
oneself to become emotionally involved 
with the patient, increases the possibility 
that one may see his case objectively and 
thus be able to treat his difficulties more 
effectively, And under certain emotional 
conditions, such detachment, by its devo- 
tion to the truth of the patient's relation- 
ships, may be the greatest possible act of 
love. 
There may well be a lingering issue here 
between science and religion, but it need 
not be so serious that co-operation becomes 
impossible. The minister need not cut him- 
self off from resources that can aid him in 
his difficult work; for, though his theolog- 
ical formulations are all-inclusive of human 
reality in all its dimensions, in practice he 
habitually deals with the human situation 
from a distinctive point of view, one that 
is somewhat different from that of the psy- 
chiatrist. One need not ask which is better, 
or they do not exclude one another, and 
they can, in fact, provide a variety of in- 
sights of greater value than either view- 
point might provide in isolation.12 
To be more specific about treatment: 
the first contact a person has with the psy- 
chiatric or social services will be diagnostic. 
There will be the same kind of seeking of 
information as the minister has already en- 
gaged in. If there has been a previous 
meeting of minds between the clergyman 
and the clinician or social worker, some of 
this groundwork may already have been 
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laid; but, in any case, the work has to be 
done again to some degree because of 
difference in point of view. The need t 
this point is for the minister's support in 
a situation of anxiety—even to the extent 
of his setting up an appointment, in the 
parishioner's presence, and perhaps check 
ing back to see whether the appointment 
will be, or has been, kept. 

In the case of reasonably serious psycho 
logic difficulty, the varieties of treatment 
will depend on the nature of the local facil- 
ities and, as in all medical relationships, 
to some degree on the financial capabilities 
of the family to sustain treatment. Pre 
liminary psychologic tests of people seek: 
ing psychotherapy may seem unduly expen: 
sive, but it is to be emphasized that they 
require considerable training to administer 
and considerable time to interpret. Itis 
not to be expected that a person will take 
much comfort from the results or even that 
he will be told very clearly what they ate 
since their purpose is to inform the ther 
apist as clearly as possible about the nature 
of the case.13 

If it is decided that a course of treatment 
should be initiated, the pastoral relation- 
ship remains important, but it must take 
on the added dimension of a proper reli 
tionship between the minister and F 
therapist. Here it is necessary to state thal 
many psychoanalysts and psychotherapists 
are reluctant to accept referrals from min- 
isters because they feel that pressure is ^ 
ing put on them to reinforce the pim 
membership in the church group, no p^ 
ter what clinical direction seems to id 
therapist to be properly indicated. Er 
minister, feeling keenly the pressure of ir 
own situation, the need to maintain or 1 
crease church membership, perhaps us 
the need to avoid offending large contribu: 
tors, unfortunately all too often allows a 
self to put up with attitudes and sr 
that the therapist, in the intimacy of t 
individual relationship with the patient 
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"moves from the start to challenge, Many 
people react so negatively to such a chal- 
lenge that they break off the interviews and 
carry back to the church relationship a dis- 
torted judgment, which they then ex- 
pect the minister once more to support 
and reinforce, in order to justify their be- 
‘havior and their view of life. And the min- 
ister, since he feels under obligation to act 
not impersonally but out of love, often is 
influenced to try to make the best of what 
is really a very bad emotional situation. 
Seeking to express genuine compassion, he 
may unconsciously express only a compli- 
ance with the parishioner's neurosis and 
thus violate the psychologic truth of such 
an encounter.14 
Thus it is that the new specialty of pas- 
toral counseling assumes considerable im- 
portance. Pastoral counselors, properly 
Speaking, are ministers who have received 
fairly intensive training in the principles 
and techniques of psychotherapy. Knowing 
both professions to some degree “from the 
inside,” they are in a most advantageous 
Position to mediate the conflicts, should 
any seem to be developing, between clergy 
and psychiatric workers in their communi- 
ties. They are competent to handle prob- 
lems too serious for the level of training of 
the conventionally educated clergyman and 
to refer to better-qualified men the more 
serious psychologic difficulties. Where they 
ie available they can be of considerable 
ed to clergymen generally in making 
em aware of all the factors, both institu- 
lonal and psychodynamic, that affect the 
conduct of counseling situations.!5 
As we mentioned in the introduction, to 
make the conflict constructive it becomes 
necessary that both the minister and the 
E oon agree on a scientific basis upon 
p they can experience the unique dif- 
nces of position, attitudes, background, 
and Point of view. We believe that co- 
Operation between the psychiatrist and the 
Minister is possible only if each of them 
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maintains his identity as a person and his 
functional role. It is the phenomenologic, 
existential basis as a scientific thought- 
world that both can share. It is a thought- 
world in which analytical and rational ca- 
pacities carry the greatest weight. This 
concept of a fundamental new unity of 
knowledge is offered by the phenomenologic 
point of view, which we in its clinical ap- 
plication call existential analysis, since it 
deals with one’s experience of being in the 
world unto death. It provides the middle 
language that is adequate to the demands 
of science for detached objective knowledge 
and to the subjectivity of our data and our 
role in the therapeutic situation. The clin- 
ical application of the phenomenologic 
methods and the existential evaluations of 
the ultimate realities of the human situa- 
tion therefore provide the ground for the 
new form of treatment that can be min- 
istered by the psychiatrist or pastoral coun- 
selor when he is trained in this method." 

Two general problems remain to be con- 
sidered, They have to do, first, with emo- 
tional support of families of people under 
treatment for psychologic difficulties and of 
the patients themselves and, second, with 
ways of dealing with people who need 
treatment but who for one reason or an- 
other have not undertaken it, Since such 
problems invariably have to do with projec- 
tions of unwarranted feelings of rejection, 
persecution, hostility, or dependence, it 
must be apparent that the minister must 
exercise great caution in displaying feeling, 
especially feeling that may be interpreted 
as a personal or individual "message" 
by the person in distress. Needless to say, 
the minister has no right to make a judg- 
ment of the other on the basis of his per- 
sonal reaction to him, If there must be a 
judgment that the person does not already 
feel with regard to his own situation, it 
must be made yery clear that the judgment 
is God's, not the minister's. But it is 
equally true that acceptance, forgiveness; 
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and reconciliation come from the same 
source and are expressed by the minister as 
representative of God and of the church 
community he leads. 

With the immediate family of suffering 
people there is a twofold task: to try to 
ameliorate the conditions under which the 
situation developed, and to relieve the bur- 
den of guilt that families tend to carry, 
whether deservedly or not, when one of 
their number undergoes treatment for 
mental illness. Once again, the need for 
the minister is to separate his personal feel- 
ings from the needs of the situation, to 
avoid taking sides even when the fault 
seems clearly to lie with one individual or 
another, and to deal personally and pri- 
vately with those members of the family 
who seem most in need of help in clarify- 
ing their feelings toward the sufferer and 
toward themselves.17 

I hope that it has become clear that the 
present-day minister, far from being ex- 
cluded from a work traditionally his alone, 
is now in a position to play a very crucial 
role in the mental health of great numbers 
of people of our communities. If he be- 
comes aware of what modern science has 
discovered about the ways in which human 
personality works, he can derive many 
benefits, particularly a deepened insight 
into the meaning of his religious tradition 
and a higher degree of competence in his 
counseling work. He can begin to learn 
the limitations not of his faith, but of his 
own personality, in dealing with various 
kinds of problems. He can learn to involve 
himself as minister in problematic human 
situations without committing his sense of 
his own value to the success or failure of 
the outcome. By learning to co-operate 
with members of other professions whose 
members are dedicated to the amelioration 
of human suffering, he can both increase 
his competence to minister to it and deepen 
his understanding of its religious dimen- 


sions. 
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In this way, hopefully, one more out 
worn distinction can be overcome—the dis. | 
tinction between “doctor of the soul” and 
“doctor of the mind.” For both may find 
it possible to work together to the same pur 
pose, each valuing the insights of the other 
while relying on a method and a set of. 
values that seem to him best to answer 
the human need they minister to, so long 
as the common ground for discussion lus 
been established within the training of both 
minister and psychiatrist. Otherwise, no 
“constructive” conflict can exist between 
the two, since both would use separate 
points of view and value systems that could 
not be bridged.18 
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ciation of Medical Group Psychoanalysts, New York, 
N. Y., November 15, 1964. 


18. Holt, H., and Winick, C: MENTAL HYGIENE, 
49:443 (July), 1965. i 


REPRESSION 


An escaped sigh 

And a runaway tear 

Are knocking on the door 
Of an imprisoned fear. 


—NATHAN BERMAN 


i 
ELLIOT C. BROWN, JR., ACSW, NonTH CONWAY, N. H. 
CHARLES E. TAYLOR, M.D., NORTH CONWAY, N. H. 


An alcoholism treatment facility| 


Providing adequate mental health facilities 
and services is a vexing problem for the na- 
tion as a whole, but doubly so for rural sec- 
tions. The past quarter-cen tury has witnessed 
the development of a whole range of new 
and effective treatment techniques (drug 
therapies, methods of enhancing motiva- 
tion, flexible forms of individual and group 
therapy, therapeutic communities, crisis- 
intervention, day-hospitals, night-hospitals, 
and half-way houses. But major effort is 
needed if these gains are to be more widely 
and evenly available. Such implementation 
requires time, money (in significantly larger 
amounts than have hitherto been available), 
community understanding and support on 
a broad scale, and more professional mental 
health staff in all disciplines: psychiatry, 
public health nursing, psychiatric nursing, 
clinical psychology, and social work. Re- 
cent case-finding studies suggest that a 
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in a rural area 


phenomenally large number of people 
stand in need of some mental hygient 
care, but professionally trained staff peo 
ple who can use the newer cem 
techniques seem in perpetually short supply 
This is also true for the supply of mone) 
to build facilities and finance programs of 
fering the newer, more effective, health catt | 
patterns. " 

Trained manpower tends to cluster |l 
a few metropolitan areas. Thus there b. à 
disproportionate geographic dispersione 
increases in magnitude as one goes Es 
metropolitan training areas to smaller i 
ban districts, to towns, and to rural aS 
Even if there were not this geographic 1 
equity, the size of the mental illness pt? 
lem requires more personnel than ae 
adequately trained even if there were E 2 
training facilities than there now are. m 
increasing demand for teachers p^ adj 
more personnel tends to reduce the alre ci 
too small ranks of professional pr? 
tioners. j 

In rural areas there are three owa Í 
the services so badly needed. These are (a 
tendency to chronic economic dir | 
low population densities, and (c) remo! 
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from academic and medical centers. In an 
experimental effort to provide at least one 
type of mental health service in a rural 
area, an alcohol rehabilitation unit has 
been developed at the Memorial Hospital 

- of North Conway, New Hampshire. 

l Estimates of the over-all rate of alco- 
holism in New Hampshire have more than 
doubled in 15 years, from 2,690 in 1944 to 
6030 per 100,000 in 1958. Estimates of 
the number of alcoholics in New Hamp- 
Shire have risen from 17,000 in 1953 to 
30000 a few years later. In terms of 
hospital beds and practicing physicians, 

- New Hampshire is well below the national 

"average. With our under-supply of hospi- 
tal facilities, we would have trouble plan- 
ning services even for just acutely ill 
alcoholics, 

Conferences about these problems were 
held with the Massachusetts General Hos- 
pital’s Alcohol Clinic and with the per- 
sonnel of our state program. The present 
Unit was the result of those meetings. 

North Conway is a rural village, the 

nter of the Eastern Slopes Region and a 
P Pular ski and summer resort area in 
orthern New Hampshire. The year-round 
Population of the area (including the many 
rounds communities) is about 
ewe he 52-bed hospital provides ob- 
dition » medical, and surgical care, in ad- 
ors to the new alcoholism unit. A group 
Doe doctors—general practitioners, 
cedi and pediatricians—from the sur- 
Ih na area constitute the medical staff. 
m ition, there is a full complement of 
a g, laboratory, x-ray, and other an- 

ary personnel. 
ponent the hospital has never refused 

c a» alcoholics, it has been recognized 
d ysicians in active practice and nurses 
for ped other types of patient to care 

neste ji the training, interest, and time 

rehabili or an effective regimen aimed at 
= itation of the alcoholic. This realiza- 
| ed to the idea of the Alcohol Reha- 
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bilitation Unit, and forms its current ra- 
tionale. Our experience to date, however, 
indicates that old ideas about what's wrong 
with these patients and old habits in defin- 
ing their needs and caring for them are still 
prevalent and difficult to modify. Let us 
try to clarify the similarities and differences 
between urban and rural areas in these 
matters. 

In North Conway, few people have really 
known anything about the nature and use- 
fulness of social casework, psychotherapy, 
and other rehabilitative measures for al- 
coholics and their families. In urban 
centers social workers, psychologists, and 
psychiatrists are usually part of a hospital 
staff. Social workers have records, budgets, 
and accomplishments that are known in 
the hospital. They have the opportunity 
for face-to-face contact with members of 
the medical staff and their mental health 
colleagues. No such opportunity has ex- 
isted at North Conway. The director of 
the welfare department is a trained social 
worker, but she is virtually office-bound in 
carrying out her duties and not really visi- 
ble in her professional role outside the 
welfare setting. 

In the Eastern Slope area and in Carroll 
County generally, there are no profession- 
ally trained mental health personnel. The 
one hospital with university affiliation is 
100 miles away. A state-operated, two- 
day-a-month clinic for diagnostic evalua- 
tion of emotional problems in young per 
sons is 70 miles in a different direction. 
The few psychiatrists in private practice 
are in Portland, Lewiston, Laconia, and 
Concord, all of which are 60 to 85 miles 
away. The state hospital is 90 miles away. 
Not a single inpatient facility for persons 
with emotional problems exists within the 
county. Thus, a patient who can use 
outpatient treatment (with only an oc 
casional brief one- or two-day period in 
the hospital) cannot be offered this option. 
He must be maintained completely as an 
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outpatient or enter the State Hospital with 
its minimum in-hospital period and the 
major rupture of life at home. 

As in urban areas, custodial care for al- 
coholics (in addition to that provided by 
general hospitals to patients admitted for 
delirium tremens, gastritis, and other acute 
medical manifestations of the illness) has 
been meted out by nursing homes, jails, 
houses of correction, and county infirmaries. 

Some clergymen in the town, responding 
to the pressing needs of their parishioners, 
do an extensive amount of pastoral coun- 
seling and refer patients to the remotely 
located treatment facilities when they feel 
they are beyond their depth. "They have 
been articulate in expressing the need in 
the community for mental health resources. 
They have formed the community base 
of support for the alcoholism unit, inter- 
preting the role of the unit to the larger 
community and encouraging those with 
the problem to avail themselves of the serv- 
ice. 

Beyond a broad educational and. com- 
munity relations effort, consultation with 
physicians (who may be considering a pa- 
tient for referral) seems likely to yield the 
best results. In such encounters the physi- 
cian has the opportunity to see the social 
worker's approach to a particular patient's 
problem, and can be encouraged to deal 
with his own ambivalence about "whether 
anything can be done.” This same ap- 
proach is used with relatives or friends 
of potential patients who come to see what 
is available and to seek encouragement in 
their efforts to get help for the alcoholic, 

A principal feature of the rural com- 
munity is its "intimacy." Word of mouth 
is a major and potent source of informa- 
tion. Informality characterizes the con- 
duct of most businesses nearly as much as 

it is the main feature of purely social re- 
lationships. The staff of the unit has ex- 
perienced this intimacy as a double-edged 


in particular instances may beco 
mon knowledge, and the potential. 
risks exposure and shame in app 
help in the unit. It is yet to b 
whether community interest and ¢ 
can be fostered so that seeking hel 
be not only an acceptable, but al 
worthwhile, thing to do. X 
Emphasis on face-to-face rela : 
and informality may work some. 
hardship on patients seeking hell 
it has positive features, too. Beca 
informality and dispatch with whid 
business is conducted, establishing | 
effective community relations for 
has not been difficult. In a brief 
time the unit social worker has de 
sound and productive relations with n 
organizations in the community, wi 
school system, the service clubs, the! 
the police, the radio station, and 
offices of state agencies. Even 
through channels" is accomplished qi 
with little red tape. It is a simple} 
to get invited to speak to one of 
ice clubs, to obtain public servi 
on the radio, or gain permission to 
in research and teaching in the lo 
school. All of these have seemed 
related to the need within the commu 
for help with some problems. jr 
The unit's unique therapeutic pol 
is illustrated by the following case: 


A 50-year-old man had been severely 
for 20 years. His drinking history includ 
entire range of beverage and non-b 
cohol. Recently he had consumed only. 
but his pattern of long binges continued. 
existing lung condition, long quiescent, Was 
coming an acute problem again during 
binge. Treatment attempts had been 
sporadically over the entire span of his maj 
Pathologic drinking. These included ; 
missions to the state hospital, commitmt 
the County Farm, a “live-in” occupation 
rangement in a neighboring state with al 
at Alcoholics Anonymous seven nights a 
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disulfiram * therapy as an outpatient without 
other treatment, and confinement in the local 
"drunk tank" (frequently at the patient's own re- 
quest). 

At the point of referral to the treatment unit, 
the patient's situation and health were testimony 
to the failure of previous treatment attempts, 
His economic functioning could only be called 
marginal, although he had an indulgent em- 
ployer. His wife and one child were living apart 
from him. The only relief in this bleak picture 
was that his current employer (while believing 
that the patient was essentially a bum") kept 
him on the payroll despite extensive absenteeism 
because, when he could work he was an “artist” 
at the particularly demanding job that he'd 
learned only after being hired, and the hostile- 
dependent relationship between the patient and 
his employer evidently provided some gratifica- 
tion to the latter, 

The patient presented himself to the unit as a 
tremulous, sad-looking, bleary-eyed, frightened 
man who looked much older than 50 years. He 
related as a child seeking help from an adult. 
He anticipated a moralistic, punitive response 

the caretakers and seemed relieved and 
Surprised when this was not forthcoming. He 
Was despondent about the prospects for thera- 
Peutic benefit, since so much effort had been ex- 
Pended on his behalf over a 20-year period. 
n treatment program consisted of a meticu- 
3 5 physical examination followed by therapy for 
m lung condition and for psychomotor seizures. 
ME inton was made immediately available 
Bd "s a slip” occurred. Other measures in- 
té Psychiatric evaluation; weekly casework 
atment for the patient, spouse, and children; 
/ pie “family group interviews”; consulta- 
x With the employer; and support of attend- 

u at Alcoholics Anonymous. 
haha casework interviews the patient 
Sie depressive feelings about his failure to 
a 2 Wholesome family life. These longings 
(ca ated to his very deprived childhood in a 
wu lumbering community, his father's alco- 
PERY and his mother’s physical and mental 
» oration after a massive stroke. His de- 
Su episodes associated with unhealthy 

ng behavior would occur following inci- 
fan that reactivated his feelings that he had no 
i ^ life. "The goals of treatment were to help 
aii ecide what constituted reasonable gratifi- 
on in his relations with his family and to 


* 
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nme by Ayerst Laboratories under the 
etary designation of Antabuse. 
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support his effective functioning as an employee, 

husband, and father. 

In the 16 months since referral many changes 
have taken place. The wife has been reunited 
with her husband. A beginning has been made 
at resolving some of the conflicts in the mar- 
riage, some having to do with the husband's 
drinking and others essentially unrelated to it. 
The patient’s functioning, both as head of the 
household and as employee, has improved sub- 
stantially. He is again being consulted about 
the conduct of family affairs and is actively help- 
ing his child (a high school senior) plan the 
financing of further education. On the job he 
now feels he really earns his wages, and the 
hostile-dependent quality of the relationship 
with his employer has decreased markedly. 

While a 20-year, severely pathologic drinking 
history has not been reversed in 16 months, the 
patient's drinking is now only one-tenth of what 
it had been during the past several years. His 
absenteeism at work has decreased correspond- 
ingly. We feel that our success to date in this 
case (compared with previous attempts) is pri- 
marily a function of our direct involvement in 
the community and our consequent ability to be 
very active on behalf of the client, to be able to 
respond immediately and flexibly to any crisis 
with hospitalization, medication, or a quick 
home visit, to shore up wavering motivation and 
hope, and to enlist the aid of many people in the 
person's life to provide a comprehensive pro- 
gram. 

One continuing concern, as the unit's 
existence becomes more secure, is the matter 
of staff recruitment. There exists no real 
knowledge about the potential of a rural 
area to recruit from its midst a sufficient 
number of caretaking and professional per- 
sonnel to meet its own needs. With regard 
to recruitment of professional staff, the 
most promising approach seems to be that 
of offering a particularly good salary, at or 
above the level of a metropolitan area, and 
good fringe benefits (health insurance, 
travel to professional meetings and so forth) 
to compensate for the isolation that is the 
lot of the professional person in a rural 
facility for the greater part of the time. 

A further method for dealing with the 
issue of professional isolation is an elabora- 
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tion and extension of the network of rela- 
tions between rural and urban health cen- 
ters. For the hospital itself the beginnings 
already exist: co-operative agreements have 
been worked out for getting certain kinds 
of laboratory analyses, consultations on x- 
rays, and special diagnostic evaluation pro- 
cedures. Similar bridging mechanisms have 
been incorporated into the organization 
of the Alcohol Rehabilitation Unit at the 
Memorial Hospital. We have worked out 
co-operative arrangements for supervision, 
consultation, and staff education with the 
psychiatric and social service staffs at 
Massachusetts General Hospital in Boston. 
Thus we can draw on the training and ex- 
perience of psychiatrists, psychologists, so- 
cial scientists, and psychiatric social workers 
there in developing and carrying out the 
several aspects of our program. 

Dr. Morris Chafetz, Director of the Al- 
cohol Clinic and Acute Psychiatric Services 
at Massachusetts General Hospital, is our 
psychiatric consultant. He sees patients 
directly for evaluation and consults in the 
treatment and management of all pa- 
tients. Miss Eleanor Clark, Chief of So- 
cial Service at Massachusetts General Hos- 
pital, is our social casework consultant, 
advising the social work staff on treatment 
and on the community relations aspects of 
the program. Howard Blane, Ph.D., social 
scientist in the Alcohol Studies Program at 
Massachusetts General Hospital, serves as 
research advisor. He and his staff have 
helped us develop procedures to evaluate 
our program and methods of organizing 
and reporting our findings. Recently he 
helped us develop a research and case- 
finding inquiry on teenage drinking atti- 
tudes and practices in local high schools. 
Other research endeavors are in prepara- 
tion largely because of his influence and 
availability. 

Provision has been made for frequent 
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consultation between the direct servie. 
staff, on station, and the consultant ani 
resource staffs in Boston. In addition, 
emergency telephone consultation is pos. 
ble, and the facilities at Massachusetts Ger 
eral Hospital are available to unit patient 
if and when no other resource is nearer, 
This model, while basically similar to 
that used in the provision of medical and 
surgical care, is apparently unique with 
respect to the provision of mental health 
services. We feel that it is a viable modd, | 
strikingly more effective than the "traveling 
clinic" approach. We commend it a4 
pattern worthy of development for tht) 
future. | 


Summary | : 


A new, general-hospital-based alcoholism 
treatment and rehabilitation unit has bet 
established in a rural setting. The prob 
lems in establishing such a unit are dis 
cussed in relation to the general problem d 
providing adequate mental health facilities | 
and services. Certain added obstacles chat 
acteristic of the rural setting are comment 
upon. h 

"The unique ability of the Pr 
facility in a rural setting to provide 
broad range of services through its cof 
sultative relationship with a large urban 
health center is discussed. This Ei, 1 
for similar facilities in rural regions ub 
where is suggested as more suitable tha 
the "traveling clinic" system. i 
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The love triangle in marriage 


Sociologists and psychologists have long 
pied out that there is a discrepancy be- 
een the legal grounds for divorce and the 
E" Causes of marital deterioration. 
any judges granting divorces maintain 
e 3 triangle situation, or association with 
ome Woman or another man outside the 
DRM is the cause of the marriage's 
ON apart. Sociologic and psycho- 
eh pe indicates that love tri- 
e 3 the result of the pre-existing 
T iscord and tension. They are 
Bue m cause of the unhappy mar- 
UM l I important to search out funda- 
Posing vie ormation to clarify these two op- 
the di ‘ws in order to plan a regimen for 
Bilans, and treatment of problems of 
pin scord, in the interest of eliminat- 
Md Eorum divorces. 
B e. angle situations—that is, the pres- 
the ie woman or another man in 
“external RS. relationship cure so-called 
E He eje in a marital relationship, 
Been the ing the cause of the conflict be- 
ever, can oue External factors, how- 
ifthe ir e isolated and eliminated; and, 


Dr, Fore, 
Bger is a physician on the staff of St. Joseph 
Ospital, Milwaukee. Wis. i rs 


and divorce 


priate therapy can be instituted in an effort 
to save the marriage. 


Review of the Literature 


Love triangles have been dealt with by 
writers of classical literature, novelists, and 
playwrights for hundreds of years. Serious 
students of sociology and psychiatry, how- 
ever, have only recently applied their tech- 
niques and knowledge to this subject. 
There is a scarcity of much-needed scientific 
investigation in this domain. 

Waller, in treating the subject of aliena- 
tion and love triangles, says: 


of affection arises because of the disintegration of 
transfer of feeling, 


the process of disintegration proceeds much more 


alism, infantilism or temper tan- 
accentuated, and as a result her 
definitely to the other woman 
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In a certain number of cases the involvement of 
one of the mates with a third party is not an affair 
which stands on its own two feet; perhaps it never 
is. A man who has been the submissive partner 
for a number of years has a deep lying rebellion, 
but he lacks the . . . courage to make a stand 
against his wife until . . . he falls in love with 
another woman; in some of these cases it seems 
very clear that the extramarital involvement is 
merely a device for obtaining the necessary stamina 
to stand up against the dominant partner of the 
marriage. In other cases the inferior member simply 
engages in the affair as a means of wounding the 
Pride of the superior member. And some of these 
affairs are merely escapes from an intolerable mar- 
riage situation, 


Popenoe and Disney? have said: 


The wife's fatal mistake is to assume that the 
catastrophe which has befallen the marriage is en- 
tirely the fault of her husband. Seldom is this true. 
When a man or woman strays—infidelity is by no 
means confined to the male sex—almost inevitably 
there is something seriously wrong in their rela- 
tionship. In some vital way the husband or wife 
has failed to understand and satisfy the other's 
basic needs. 


In completing their analysis, they state, 
"We have just discussed couples whose mar- 
riages appeared to be failing because of ex- 
tracurricular love affairs. In every case 
other factors figured in the trouble." 

Hungerford * has also studied the triangle 

situation in marriage counseling. In her 
opinion, another woman or man can not be 
interjected into the marriage relationship 
unless there is also "distance" between hus- 
band and wife. The primary question is 
why this distance exists. This writer finds 
considerable evidence of immaturity, in- 
cluding self-centeredness and excessive need 
for attention, in the man or woman whose 
frustration is alleviated by seeking solace 
with another man or another woman. She 
also finds deep feelings of inferiority and of 
hostility toward the other sex. 

Hollender* has discussed extramarital 
affairs briefly in an interesting study of mar- 
riage and divorce: 

To pursue our examination of the analyst's view- 
point, let us take the following example: A woman 
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after five years of marriage sues for divorce on the 
grounds that her husband is a philanderer, Thi 
story in newsprint would clearly mark the husbayl 4 
as the culprit. A psychiatric examination, however, 
might reveal that the wife provoked such behaviot 
As it has been aptly phrased, infidelity is usually 
the result, not the cause of unhappy marriages 
It might be stated that the wife's “frigidity,’ o 
perhaps even her refusal to have sexual relation] 
ships, was responsible for her husband's philander 
ing. At this point she is held responsible, or pet 
haps they both are. But let us carry matters à ste 
further. In the course of a more penetrating eval 
ation of husband and wife, it is learned that the 
both had a number of emotional problems in tht 
Sexual as well as other areas which may hait 
played an important part in their selection of eadi 
other in the first place. . . . Now who is to bland 


Hollender suggests that we drop the jude 
mental terms “neurotic” and “immaturi 
in discussing marital interrelationships. It 
is more accurate to say that one partner has 
changed rather than to state that someting 
one partner in a marriage matures while the 
other does not, or that one or both are nei 
rotic. Marital problems or divorces result 
from more marked changes in one partnet 
than in the other, according to this view 
point. "m 
Harper® discusses some aspects 0! 
problem as follows: 


Although extramarital sexual relations seem kc 
to function as neurotic avoidances or escapes ity 
life problems in marriage and the family 0 
other social relationships, there is no evidence iz 
Stating that all adulterous activities arise nc i 
dividual or social pathology. Even where lik a 
and/or social disturbances appear indiana ‘ 
Source of a particular adulterous liaison, EE 
no support in reality or rationality for a com e 
tory and punitive attitude toward the adult eh 
Such actions when pathological have almost ? ut 
tably arisen compulsively out of unhappy P 
satisfactory marriage relationships. Renon 
social therapy, not persecution, is the Uo 
realistic answer to adultery that arises out © 
sonal and social pathology. Ji 

Adultery is a high-risk undertaking under ^ Z 
social circumstances for a person who is fairly 
in general and who is well satisfied with his 9^. 
riage in particular, Resistance of the bi k 
tural tradition that adultery is a marríage-cc 
ing act often makes it so, even though there j 


The love triangle 


to be no logical reason why this shall be true. 
Probably only a small percentage of men and 
women in our society have fully freed themselves 
of deep seated anxieties and guilts about extra- 
marital sex relations and still fewer probably have 
mates who are similarly free. 


Harper uses the word "love" only once in 
his interesting and provocative study. 
Caprio ® agrees that, despite its important 
relationship to the social fabric of our lives, 
the triangle has been sorely neglected by the 
social scientist. He sees it as a symptom of 
some basic underlying conflict. In his book 
he tries to educate the public about the 
unconscious motivating factors involved in 
the problem, in the hope that the knowl- 
edge may serve as a deterrent to unnecessary 
divorces and that it may contribute to the 
unity and preservation of family life. He 
prefers not to handle the situation on the 
basis of its moral aspects. He sees it as a 
problem in behavior deviation that belongs 
in the domain of the psychiatrist, who 
Would try reconstructive efforts before let- 
ting the spouse, in anger and vindictive- 
Ness, go to the divorce courts. Caprio ar- 
gues that the extramarital love relationship 
(like alcoholism and drug addiction) is an 
pression of a deep, basic disorder of 
hed a symptom of depression or un- 
‘appiness unresolved since childhood, that 
Te in the insecurity of the indivi- 
imm s childhood, and that moralizing or 
Ing at people who fall into a behavior 
E ike prostitution or alcoholism or 
t elity only drives them further to es- 
pe by continuing the pattern. 
oss uses the judgmental term “infidel- 
ul 4 his leads to some confusion in at- 
A Pting to analyze the complex behavioral 
E grate embodied in the love triangle. 
Ed infidelity" precludes an analysis 
tased by cultural influences. 


Jealousy 


| Ron triangles are often accompanied by 
Ousy, with a feeling of displeasure di- 
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rected toward the love-object, toward the 
rival, or both. Jealousy is not a sign of ar- 
dent love. It is more often the opposite. 
The mainsprings of jealousy are self-love 
and the will to possess. The source of jeal- 
ousy is the lack of any capacity for love. A 
jealous person is trying to satisfy an urge to 
be loved. His is a quest for reassurance, 
domination, and lack of frustration, This 
is what is meant by “possessing” another. 
Loss of the love-object means loss of one’s 
own self-esteem, and the jealous person 
shows pronounced inability to face the loss 
of love. A drive for power and an urge for 
domination and possession are basic prere- 
quisites for the show of displeasure seen in 
jealousy. 

The basic element of injured self-esteem 
is a feeling of being scorned, and this is con- 
ditioned by social convention, The pos- 
sessive attitude of jealousy is, in large meas- 
ure, socially conditioned. It is an attitude 
of treating human beings like inanimate 
objects or belongings. 

Jealousy contains a considerable amount 
of infantilism. In the conflict with a third 
partner, jealousy usually does not prove to 
be an effective way to gain or regain the love 
of the partner, Jealousy neither breaks the 
spouse’s union with a third partner nor 
brings together two persons who do not love 
each other, Jealousy is an escape, a flight 
away from an outer conflict in relation to 
the “third party” and from an inner conflict 
(in the jealousy of suspicion) in relation to 
the spouse. Jealousy attempts to force a 
solution to the conflict, but (because ineffec- 
tive means are used) the conflict remains.’ 
Thus, Russell 8 writes: 

Jealously must not be regarded as a justifiable 
insistence upon rights, but as a misfortune to the 
one who feels it and a wrong towards its object. 
Where possessive elements intrude upon love, it 
loses its vivifying powers and eats up personality, 
Love cannot be a duty because it is not subject 
to the will. It is a gift from heaven. Those who 


Shut it up in a cage destroy the beauty and joy 
which it can only display while it is free and spon- 
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taneous. Here again fear is the enemy. He who 
fears to lose what makes the happiness of his life 
has already lost it, In this, as in other things, fear- 
lessness is the essence of wisdom. 


Vengeance 


There is another reason why further 
understanding of love triangles resulting 
from marital deterioration can help lessen 
the pain associated with the conflict. Tri- 
angle divorce cases are connected with a 
high ratio of emotional trauma. Goode? 
has shown that the type of marital conflict 
with the highest incidence of trauma is the 
triangle. Here there is less likelihood that 
the rejected spouse feels he or she has con- 
tributed to the conflict leading to the di- 
vorce. ‘The women in Goode's project who 
were most in love with their husbands were 
most hurt by their leaving. Trauma, in 
turn, is associated with a desire to punish, 
A high proportion of women in his study 
certainly wanted to punish their husbands 
at the time of divorce. 

These facts must be understood by jurists 
lest punitive and vindictive energies be di- 
tected toward punishment by economic 
means. Since divorce involves property 
settlements and financial payments for sup- 
Port of wife and children, decisions involy- 
ing these responsibilities should be based 
on economic factors, If guilt and punish- 

ES are reflected in economic decisions, 
harm can result in the future emotional life 
of the ex-spouse and of the divided family, 
when children are involved, through 
chronic resentment and self-punishment, 

Goode defines the triangle category as 
“those cases in which another specific 
woman was mentioned as having a love 
and/or sex relationship with the husband.” 

His study is concerned only with the com- 
plaints of divorced women and their reha- 
bilitation after the divorce, He states that 
he real causes of divorce may have no rela- 
ionship to the grievances offered to the 
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court at the time of the litigation. Here, a 
elsewhere, it is important not to mistake 
Statistical association with causative inter | 
relationship. 

What is the basis for the extreme “venge 
ance" sometimes observed in divorces 
Soccarides 1° has made a penetrating analy; 
sis. He finds that vengeance is a complet 
emotional state derived from pain and rage, | 
always secondary to loss. Sadness, grief, ot , 
depression is the usual response to suffering 
caused by the loss of a loved object; bu 
from these responses may come vengeantt 

Surface manifestations of vengeance 
achieve an almost classic, unvarying pat 
tern. The person is grudgeful, unforgiving 
remorseless, ruthless, heartless, implacable 
and inflexible. He or she lives for revengt | 
With a single-mindedness of purpose. Pas | 
sionately he or she moves toward punini 
or retaliatory action. Above all desires i 
the one to “get even.” j 

The most common precipitating situr 
tion of vengeance is that of rejection or 
abandonment in a love relationship. 
though the revenger does not acao a 
it, the lost love-object and the previous A 
tionship can no longer be regained. T 
revenger is dominated by the wish to es 
and regain the object through puni 
Suffering increases with each attempt ful | 
vengeance. Preoccupation with eo 
fantasies serves as a way of psych oloa 
holding on to the lost love-object. BE 
until the revenger has gone on to c 
à working-through of the deeply lying d 
and separation anxiety is the fou 4 
vengefulness eradicated and the indivi d 
approach to life governed instead by oe 
ine friendliness." It is necessary to d 
struct a new life to forget the old. Psy 
therapy can help a great deal here. 


The Need for Psychotherapy 


s x Š idly 
The divorce rate is increasing so E i 
in this country that there is urgent ne 
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make large-scale scientific studies of the rea- 
sons for this phenomenon. Perhaps retro- 
active case studies in depth could be as- 
sembled by mass interviews of not only 
divorced persons, but also married persons 
faced at one time with possible divorce. It 
is important to search out and thoroughly 
analyze the underlying causes of divorce. 
For this purpose some states are now estab- 
lishing marriage counseling and family 
guidance services. 

Many studies suggest that triangles are a 
result of marital conflict, the more submis- 
sive spouse yielding to escape the anxiety 
and tension resulting from the already exist- 
ing conflict situation. The resentment in 
the more submissive partner may be uncon- 
scious, Then, the development of a new 
love is simply the first sign of open rebel- 
lion, Love triangles are not sound ways of 
solving a problem; for to seek solace and 
Warmth through love and friendship with 
another obviously represents a deviation 
from established marriage patterns. The 
En of the spouse then often inflicts 
fier a ego wounds and reinforces the con- 
" E a feedback mechanism. When one 
Am ing in love with a third party, he is 
ed out of love with the spouse. Thus, 
bui € 1s a summation of two reinforcing so- 
a "ei which become doubly difficult 
in Nr The person has surrendered his 
ih 9 two simultaneous processes more or 

s beyond control. Waller 1? has pointed 
Sa m well: “He is quarreling with his 
ku nd he is falling in love; neither is an 
Am y arrested process, and here they are 
Biss in such a way to reinforce each 
fict; When the already existing con- 

$ reinforced, the primary alienation 

Process is hastened. 
ae triangle situations are evidence of 
the ct, they represent a drastic change in 
B ne structure for both of the 
slin es, Psychotherapy or marriage coun- 
& therefore, should be of value. Psycho- 
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therapy takes time, however, One or the 
other spouse sometimes resorts to the di- 
vorce court precipitously and vengefully 
just to coerce and punish the other spouse. 
The divorce process itself is very truamatic 
and further destroys the love relationship 
that once existed. 

The number of divorce suits withdrawn 
(as indicated by the statistics of the office of 
the family court commissioners) gives no 
indication of the solidarity of the reconcilia- 
tions. Itis probable that the coercive meas- 
ures always leave a residual of fear and 
chronic resentment in sensitive individuals. 
Lasting reconciliations based on a renewal 
of love result more often from professional 
marriage counseling and psychotherapy. 

It is suggested that courts should not pro- 
cess divorce suits for at least a year, to see if 
psychotherapy will yield any benefits. Per- 
haps laws should be amended to allow tem- 
porary separation of spouses and to prohibit 
the initiation of divorce action while either 
partner is in therapy for a period of at least 
a year. If legislatures are willing to pro- 
hibit remarriage after divorce for a year, 
then they certainly should (as a preventive 
measure) be willing to prohibit divorce ac- 
tions for a year while one or the other part- 
ner is undergoing therapy in the hope of 
saving the marriage. 

Judge Paul W. Alexander 13 has, for 
many years, advocated an approach to di- 
vorce based on diagnosis and therapy rather 
than, as in current practice, on guilt, He 
states: 


True, specific sinning is often the proximate 
cause, the last straw, but rarely, if ever, the ulti- 
mate cause. When mamma nags or is cold and 
drives papa to the corner nightclubs and a “drug- 
store blonde,” the blonde is only a superficial, 
intervening cause (in more ways than one). She is 
really the effect, not cause, of the ostensible mar- 
riage failure. And it isn't necessarily a marriage 
failure—yet—both parties to the contrary notwith- 
standing. And divorce is not necessarily the right 
prescription, no matter how loudly either or both 


parties may proclaim it is. 
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PH KADISH, Ep.D., NEW YORK, N. Y. 


he regular course of their duty, police 
1S see more abnormal persons, includ- 
the seriously mentally ill, than virtually 
ecupational group other than those 
are employed directly in the mental 
field. Because some mentally ill 
s engage in antisocial behavior that 
nally includes violent behavior, the 
9€ officer is generally the first person to 
d to handle the situation. In the 
i States, this reliance on the police 
istent with the traditional practice of 
upon the police to handle almost 
) Socially disruptive event. 
a dozen years ago, very few police 
$ Teceived even the most elementary 
IB in recognizing and coping with 
Ubed persons. Like most people in 
eral population, they had very little 
standing of the needs of the mentally 
=e common practice for emergency 
mg was to put the disturbed persons 
» Where they were handled very much 


~adish is director of Education Service, Na- 
Association for Mental Health, New York, 


d Was presented at the 18th Annual Meet- 
e World Federation for Mental Health, 
"Thailand, November 19, 1965. 
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like ordinary criminals. This unfortunate 
practice stemmed largely from the shortage, 
or complete absence in many communities, 
of emergency facilities for treating psy- 
chiatric problems. These factors—fre- 
quent contact with mental disturbance, 
little knowledge of abnormal behavior, and 
jailing—emphasized the need for training 
programs for police officers. 

This need was recognized by the National 
Association for Mental Health (NAMH), 
a citizens’ voluntary organization—that is 
to say, a nongovernmental organization— 
which has over 800 affiliates throughout the 
United States. 


Aims of Programs and Basic Training 
Materials 


The NAMH, working with outstanding 
leadership in its Louisiana Division, pro- 
duced a manual for the police officer: How 
to Recognize and Handle Abnormal 
People This publication, a widely ac- 
knowledged classic in its field, has been 
distributed to hundreds of thousands of 
police officers. The manual is based upon 
police training programs conducted by the 


authors, and discusses topics of greatest im- 
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portance and interest to police officers. It 
has served as a guide in police training 
programs throughout the country. 

The motivation for the police officer to 
understand his role with regard to ab- 
normal people is stated well in the first 
part of the manual: 


Every day in your work as a police officer you 
come in contact with people who behave abnor- 
mally, That is because many of the people who get 
into trouble are mentally ill. Some may confuse 
you, others may make you mad, and some may 
even frighten you. Everything you can learn about 
them will help make your job easier and make you 
a better officer. 

Handling a mentally disturbed person is not easy. 
You must do three things at the same time: protect 
the public, safeguard your own life, and treat the 
mentally disturbed person as a sick person. 

Every experienced police officer becomes a pretty 
good judge of human nature. But you will make 
fewer mistakes and you will handle people better 
if you can recognize when a person is mentally 
upset and if you know what to do about it. 


Written in this nontechnical, conversa- 
tional style, the police manual speaks simply 
and directly to the police officer. 1 

One section of the manual is devoted 
specifically to recognizing and handling 
persons whose behavior is abnormal. De- 
tails are given on how to tell when a person 
is mentally ill, how to handle a disturbed 
or violent person, how to handle a depressed 
person, and how to handle cases of physical 
illness and amnesia, 

Another section deals with several kinds 
of problem that the police encounter every 
day. These problems are indicated by the 
titles of several chapters: “The Psycho- 
pathic Personality," “The Alcoholic,” “The 
Drug Addict,” “The Sex Offender,” “The 
Mentally Retarded,” and “Mental Dis- 
orders of Old Age.” 

A final part of the manual is devoted to 
the police officer's personal problems as they 
relate to his work. 

In addition to the police manual How 
to Recognize and Handle Abnormal 
People, four excellent motion picture films 
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have been produced, with the co-operation | 
of an outstanding pioneer in police train: | 
ing, Dr. Loyd W. Rowland, Director of 
Education and Research of the Louisiana | 
Association for Mental Health and c: f 
author of the police manual. Financial f 
support for these films was provided by the 
National Institute of Mental Health, a part 
of the U. S. Public Health Service. Based 
chiefly upon material in the police manual, | 
these films were produced by a very talented | 
producer of 16-millimeter motion pictures, 
They show typical life situations in which | 
the police frequently find themselves. 
Each film was produced in close co-operé 
tion with police departments, and police 
officers act their own parts. In many scene 
actual disturbed persons are seen, and the | 
settings are authentic. Police audienct | 
viewed the films in the rough-cut stage, and 
final changes were made on the basis of 
their suggestions. It is safe to say that 
these films are among the best l6mill: | 
meter films that have been developed for | 
training purposes in any field. 
The first film in the series is “Booked | 
for Safekeeping,” a title derived from the | 
fact that many mentally disturbed personi | 
are still taken to the local police station 0! 
jail and kept there for their own safety, E 
well as for the safety of others. It is " 
marily about the role of the police in han 
ling violent and potentially violent men | 
tally disturbed persons. d 
In one episode, the police are summon“ 
when a violent, agitated man with a knife 
locks himself in a dark room. He has e 
shouting all sorts of accusations against ell 
neighbors. The first impulse of the poli 
officer is to face the situation at E 
into the room, restrain the person, and t 
him into custody. Instead, the well-tra!n fi 
officer talks with family and neighbors 2 
learn about the person's past and recent ^" 
havior, and with the disturbed person a 
self, through the door of the kr. 
room, assuring him that he is there to hep 
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him. Then he summons other officers so 
that they will be there to assist him. should 
it become necessary. The outcome of this 
episode is a relatively calm and uneventful 
completion of a required duty. The viewer 
of the film can immediately recognize that 
the police officer in charge of this situation 
isa real professional. 

This film, when followed by a carefully 
planned discussion, aims at helping the 
police officer to learn several principles: ? 


1, Most mental patients are not violent. The 
film shows those who are violent only because the 
police want to know in advance how to handle a 
difficult situation if it should occur. 

2 When a mental patient is involved, several 
Policemen should be called. This may make the 
Hid feel safer and may discourage the use of 

8, It is possible and desirable for a police officer 
to be objective about a mental patient and to re- 
gard his behavior professionally rather than per- 
sonally or emotionally. Thus police should not 
take cursing and other verbal abuse as a personal 
matter, 

4, It is a good thing not to be in a hurry. An 
oficer should allow a reasonable amount of time for 
an excited person to calm down. 
us Mentally ill persons are variable in their be- 

or, and it is therefore difficult to predict what 
they will do next. 
pat are very upsetting to a mental pa- 
NS "a him what you are going to do before 
rad t. This is very different from the way the 
Ner normally operate, Usually the police use 

5 mn Surprise in their work. 

Mer ow an officer knows in advance about 
Ha E e mentally ill, the better job he will do 
D is confronted with an actual case. 
m COME ‘must be kept to an absolute mini- 
SR E pron not only is perceived by the 
Words 4 | person, but is resented by him. In other 
M 5 ud be all kindness until you get the per- 
then RE PE Where he cannot, cause trouble, 
with him. lown” or become unreasonably firm 

9. x 
a oldie to be used only when necessary, 
es be removed just as soon as the be- 

Of the patient permits. 
di second film in the series, “The Cry 
ices is designed to help the police 
tuicide 4 his work with suicidal persons. 
is the tenth leading cause of death 
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among adults in the United States. The Na- 
tional Institute of Mental Health has been 
supporting research on this problem, and 
many new facts have come to light. This 
film is based on that research. 

The principal purposes of this film are: 
to give new information about suicide; to 
help the police officer think and feel dif- 
ferently about persons who have attempted 
suicide, and thereby induce in him a more 
professional attitude; to show the police 
officer that he has an expanded role in 
handling suicidal persons; to show quick 
and effective ways of handling persons bent 
on suicide; and to teach police officers and 
all who see this film to be on the lookout 
for clues of intended suicide. 

In viewing this film, the police officer 
can recognize that 

1. The victim's suffering preceding and 
accompanying the suicide attempt is very 
great. 

2. Suicide is perhaps the most dramatic 
instance in human life of simultaneously 
wanting something and rejecting it: the 
person wants to live and to die at the same 
time. 

3. It is necessary for people handling 
suicidal persons to show patience and un- 


derstanding. 
4. Motivation is an individual matter. 


What drives one person to suicidal behavior 
may not apply to another. 

5. Suicide cuts across all racial and na- 
tionality lines, as well as those of age, edu- 
cation, and economic status. There is no 
one pattern of life that is characteristic of 
suicide. j 

6. The public (including the police) 
must be completely re-educated on three 
points: (a) that the person who attempts 
suicide and fails will probably try again; 
(b) that the person who talks about suicide 
is likely to attempt it; (c) that the person 
who attempts suicide may want to die, but 
he also wants to live. 


The third film in the series is entitled 


aes 


"The Mask." It stresses the police officer's 
responsibility in handling persons who are 
drunk. The film points out that many 
drunk persons may have other physical and 
mental disorders that are masked by the 
overuse of alcohol. The film and its ac- 
companying discussion guide help the 
police to be aware that certain physical con- 
ditions can too easily be interpreted as 
drunkenness—such conditions, for exam- 
ple, as diabetic coma, insulin coma, epi- 
lepsy, stroke, heart attack, overuse of cer- 
tain drugs, sun or heat stroke, and certain 
symptoms of mental illness, 

The film makes the important point that 
the police officer should have a system of 
observation that begins when the person 
is first seen and follows him, if and when 
he is taken into custody, on until he is re- 
leased. Stated simply, a system of observa- 
tion consists of checking and re-checking 
each drunken person to be certain that his 
condition is due to alcohol and not some 
other serious physical or mental symptom 
that needs special attention. 

The final film deals with some of the emo- 
tional problems the police themselves 
experience in connection with their work. 
Titled "Under Pressure," it considers such 
matters as the constant attention given to 
the police officer by the public (the fact 
that the police officer is always in the public 
eye); the dangerous situations in which he 
often finds himself; offers of bribes; morbid 
situations associated with accidents, ill- 
ness, and death; and the need to handle 
many minor problems, such as arguments, 
and thereby to act as a public baby-sitter. 
Then there is the matter of inadequate 
salary, with the necessity sometimes of hold- 
ing a second job. Also, there is constant 
criticism by groups of people who are dis- 
satisfied with the way police handle such 
situations as labor strikes and public 

demonstrations; frequently the police are 
accused of taking sides in controversial is- 


JOSEPH KADIS | 


sues. On the positive side, the film points 
out that there are certain satisfactions in 
police work, that it is interesting, non-bor 
ing work and a socially useful activity, with | 
an opportunity for early retirement, t| 
name just a few. 

A unique feature of all the police train 
ing films is that they illustrate both incor: | 
rect as well as correct police procedure. In 
the demonstration of wrong methods, tle 
police frequently see themselves as they l 
actually perform. The portrayal of a 
ceptable procedures in the film, when 
followed by full discussion, role-playing, 
and demonstration, teaches police better | 
methods of performance. ; 

Each of the films in this series is a 
companied by a discussion guide* de 
veloped by Dr. Loyd W. Rowland after test 
ing the film with groups of police offices 
and with professional persons in the mental 
health field. The guides have been planned 
in great detail and provide the police E 
ing faculty with listings of goals v 
achieved in the discussion, typical gene j 
questions raised by police officers, d 
specific questions regarding incidents ki 
picted in the films. Answers are given à | 
every question. One discussion guide j 
divided into two parts, one for the ine 
perienced discussion leader, and a Me í 
for the more experienced leader. - 
the guides includes photographs from t " 
films to aid the leader in recalling spec’ | 
scenes. E: 

As communities in the United States 
developing comprehensive mental n 
centers and other facilities for ham a 
psychiatric and other medical enc 
it is becoming necessary that police of ij 
become acquainted with them. A i^ i 
accessible emergency facilities should 
the hands of all police officers. 


, Pub’ 
* These guides are available through the "in tiani 
lic Health Service, Audiovisual Facility, 
Ga., 80333. 
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Working Co-operatively with the Police 
Department 


The first step in planning a training 
program for police officers is to contact the 
chief of police. This is absolutely neces- 
sary, because basic to the success of the 
course is the need to convince him of its 
values and thereby gain his full co-opera- 
tion with the sponsoring group, which in 
the United States is frequently the mental 
health association. The police force is a 
highly disciplined organization with a very 
definite chain of command, and approval 
by the highest echelon is necessary. Once 
this is accomplished, it is much easier to 
Motivate the police force to learn about 
abnormal behavior. 

The chief of police usually assigns one of 
his officers, perhaps a sergeant, to work with 
the sponsoring group in planning and con- 
ducting the course. This officer helps to 
plan the course; he assists in selecting the 
laculty, publications, and visual aids, and 
helps determine the time and place of meet- 
Ings and other details. The officer who has 

en assigned to the training responsibility 
eee a very significant effect on the 

nu m it is most important to earn his 
Per spud His willingness to co- 
E ° inform faculty members of po- 
Ee and the mores of the police 

E il , to lend authority ona day-to- 
officer ieee communicate to the police 
E is interest in, and evaluation of, the 
E and to participate in each meet- 

creases the likelihood of a successful 
Program.’ 


Faculty 


Ms Sicut; for the training course should 
T € three groups of persons: profession- 
EI health, such as psychiatrists, 
Es E and social workers, to provide 
Ed ge about mental illness and back- 
material related to other abnormal 


| 


behavior; police officers or other officials 
who can be closely identified with the group 
and who can also provide illustrations of 
their own experiences; and attorneys or 
other persons who are familiar with local 
laws and codes. The faculty members 
should be selected not only on the basis of 
their being well informed, but also on the 
basis of their ability to communicate with 
police officers. 


Methods 


The methods used in the course must 
rely on particular characteristics of police 
officers, For example, it has been observed 
repeatedly that many police are action ori- 
ented; they resist formal lectures and theo- 
retical information. 

When written or oral material is pre- 
sented to police officers, it should be in 
clear, practical, down-to-earth style, without 
jargon or difficult technical language. Prac- 
cal information, demonstrations, and prac- 
tice of techniques are superior to the presen- 
tation of technical and theoretical material. 

Group discussion, used exclusively or tied 
in with brief, informal lectures, is a pre- 
ferred method. Opportunities must be 
plentiful for the officers to ask questions, to 
relate the material to their own experiences, 
and to criticize freely methods about which 
they have personal opinions and differences. 

Discussion groups should not include 
more than fifteen officers, and groups of 
even as few as ten are preferred. Because 
group discussion requires more personnel, 
it is sometimes more feasible to conduct 
training sessions with larger groups— up to 
as many as 40 persons. In this case, formal 
presentations, ie. lectures, should be lim- 
ited in length to no more than 25 minutes 
at one time, and each should be followed 
bya question-answer-discussion period. 

Role-playing, if directed by a skilled 
leader, can be an especially valuable teach- 
ing method for police officers, providing an 
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opportunity for them to act out situations 
they are likely to encounter and then to 
discuss among themselves correct and incor- 
rect procedures. 

A very effective method to help police 
gain understanding of mental illness is a 
visit to a mental hospital or other treatment 
facility, such as a comprehensive mental 
health center. When police officers see the 
mentally ill in a treatment setting, they are 
better able to understand their problems 
and needs. It is even more effective, if it 
can be arranged, to have the officers remain 
with the psychiatric aides for a few hours 
so that they can get a feeling for the way in 
which experienced workers relate to mental 
patients. 


Summary and Conclusions 


A major contribution to the training of 
police in the United States has been made 
by the International Association of Chiefs 
of Police. Through its Professional Stand- 
ards Division, this organization has provided 
consultant service to the producers of the 
training films mentioned earlier. The point 
of view of this organization has been well 
expressed by George W. O'Connor, the di- 
rector of the Professional Standards Divi- 
sion, who has spoken about the efforts of 
the association to humanize the daily 
performance of the police officer. Mr. 
O'Connor has said that humanization should 
not be looked upon as a slackening in the 
enforcement efforts of the police; that un- 
derstanding should not be confused with 
vacillation, nor warmth be interpreted as 
cowardice; and that vulgarity and violence 
should not be equated with strength. 

Progressive law enforcement officials are 
eagerly pursuing professional status for 
themselves and their associates. In police 
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work the professional is character 2 
having not only a mastery of techni 
skills, but also an understanding of 
social role and a concern for people, 
police officer who has only the techni 
skills is a technician, not a professio 
The training programs that have be 
scribed should go a long way toward | 
viding a measure of professionalism in| 
daily work of the police officer. 

The National Association for M 
Health, through its state and local a 
is continuing to work vigorously with 
departments in the development of train 
programs to enable police officers to c 
more effectively with disturbed behav 
The effects of such training programs h 
been the subject of informal evaluatio 
Chiefs of police, for example, have re| 
that, when such courses have been hell 
their communities, the physical abuse 
disturbed persons is no longer seen. A 
better use is made of existing eme 
facilities for handling psychiatrically d 
turbed persons. 

Although jailing of disturbed perso A 
still a common practice, because of a deat 
of emergency treatment facilities, there 
trend toward more humane handling al 
earlier transfer of the mentally ill to mo 
appropriate facilities. 
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Stealing? And why not? 


"If I had a chance to steal something," a 
seyenth-grader recently wrote, “I would be 
scared someone would be looking, and I 
don't like to be caught at anything. I 
Would be scared what they would do to me.” 
( My work in the intake division of a 
juvenile court has naturally given me a 
Special interest in the why's and wherefore's 
of misbehavior. If everybody craves ap- 
o and respect (and self-esteem), why 
oes anybody ever do anything considered 
Wrong"? 
pow, there are many answers to this 
Ge. on. Consider stealing, for example. 
the at compulsive taking of things with 
mr or usefulness to the taker is clearly 
mg E for psychiatric study, and has some- 
M een interpreted as an effort to take 
E ymbolic way love that has not been 
Du even But there are other, 
D T ” reasons for stealing—in addition 
i sire to gain possession of money or 
n v feels unable to obtain otherwise. 
Ph Mice reasons were once listed for 
2a y the pupils of a special school for be- 
y or-problem boys as follows: 
xe show off . . . make people think 
a ‘big shot.’” 
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“Because somebody dares you." 

“To give to somebody else" (in an effort 
to buy friendship, perhaps). 

“Because they don’t think it's wrong." 

“A bad habit.” 

“Nothing else to do.” 


In spite of temptations and motivations 
such as these, however, most of us (it is to 
be hoped) refrain from actual stealing. 
Why? It has occurred to me that this ques- 
tion of why we do what is “right” can be 
just as interesting as an exploration of what 
causes us to do “wrong.” In view of the 
alarming number of people daily involved 
in shoplifting, employee thefts, embezzle- 
ment, petty cheating, and other non-dra- 
matic forms of larceny, how cynical do we 
have to be about what it is that keeps most 
of us reasonably honest? Is it only fear of 
unpleasant consequences? 

We hear a great deal about a general de- 
cline in morality, about the prevalence of 
an attitude that any violation of the law is 
“all right" if one doesn't get caught. 
Occasionally we read of a professional thief 


who considers the possibility of prosecution 
and punishment a “normal business risk.” 
Many who steal justify their conduct with 
the rationalization that everybody is dis- 
and political 
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honest in one way or another; 
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corruption and "graft" are often cited as 
contributing to acceptance of theft as noth- 
ing to get excited about. 

After interviewing hundreds of “delin- 
quents,” I have put together this theoretical 
formulation: If a person does something 
with full knowledge of what the conse- 
quences can be, either he expects to evade 
these consequences by not getting caught; 
he is deliberately seeking them (like the boy 
who took a car and drove it down the main 
street of a city so that he would surely be 
arrested and returned to a training school, 
where he found life much more satisfactory 
than at home with his brutal, alcoholic 
father and neurotic, nagging mother); or 
the consequences are at the time completely 
irrelevant, not even thought of, for one of 
several reasons. The person may be over- 
whelmed by a sudden impulse he feels un- 
able to control, a temptation he cannot 
resist. (What chiefly and strikingly distin- 
guishes juvenile offenders from most adult 
criminals is this heedless impulsiveness that 
causes a young person to do something fool- 
ish and self-damaging as well as illegal 
“without thinking” and afterward to be 
genuinely unable to explain why he did it 
since, in his own words, “It was a stupid 
thing to do.” Such an offender is usually not 
only puzzled by his own behavior, but also 
overcome by feelings of guilt and remorse.) 
Another reason may be that the person is 
in a group when something is suggested and 
cannot refuse to go along because he would 
then be called “chicken,” which for many 
youths is far more unbearable than adult 
disapproval or punishment. 

There remains, however, the question of 
what deters us—children and adults—from 
deliberate dishonesty, from stealing when 
neither neurotic compulsion nor mysterious 
impulses are involved, when we have 
enough “ego strength” to control our ac- 
tions. Is it absence of opportunity or real 
temptation? Is it positive satisfaction (per- 

haps a healthy pride) in honesty and right- 
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doing—based on a self-image of respecta 
bility and trustworthiness? Is it desire 
(and determination) to live up to the ex 
pectations of relatives and friends? Is it 


genuine consideration of other people and 
their feelings and rights? Or is it fear of 
punishments, including our own guilt feel 
ings and the disapproval and reproach of 
others, in addition to more tangible forms 
(Both guilt feelings and pride in "right" be 
havior are based, of course, on deep accept 
ance of a code of moral and ethical princi 
ples, usually developed through imitation of 
a loved and admired parent or parentsub- 
stitute.) 

After considering this question for some 
time, I decided that one way to get answers 
was to ask for them; so I arranged to havea 
group of seventh-graders (mostly girls) given 
this question to answer—voluntarily and 
anonymously: If you had an opportunity t0 
steal something and didn't, what would be 
your reason? r 

I certainly don’t claim any statistical relia: 
bility or scientific validity for this little sur- 
vey, but the nineteen responses were inte 
esting indeed. Most surprising, perhaps, was 
the number of expressions of pride in moral 
training received from parents. "I've been 
raised right" or its equivalent appeared in 
seven replies, and another respondent 
wrote, "Because my mother would put E 
in a home—and it is not right.” One um 
wrote quite a little essay about the s 
prohibition of stealing and the Devil's Dp ; 
in temptation; another mentioned 
Bible; two wrote that God would know 
about it if no one else did; and another sa! 


that to steal anything was like stealing from 


God. Still another wrote, “It is not ur 
to steal something that doesn't belong : 
you.” Two, perhaps naively, said on 
they wanted something badly enough ey 
would ask for it rather than steal it. — i 
A tabulation (including the replies 
teady mentioned) showed fear of yor” 
punishment, anticipation of guilt fee 


y 


ling? And why not? 


cience), and recognition of moral 
ess each represented in six responses. 
who said they wouldn’t steal be- 
it was wrong meant that their con- 
es would hurt them if they did, then 
ndemnation appeared as a deterrent 
rably more often than punishment 
d by others. There was, however, 
cation. One respondent, for example, 
I was brought up right and I know 
d never forgive myself and I could get 
serious trouble." 

two replies, the anticipated self-re- 
h appeared extremely severe: “If I 
something, it would be on my mind all 
me and if I saw a person that it be- 
d to I would not be able to say a word 
," and “What I took would be on 
ind and drive me crazy. If I took 
ing at night, I wouldn't be able to go 
ep.” Still another one, apparently 
hg from experience rather than ex- 


a heel. I could not eat or sleep." 
aly two of the young people specifically 
tioned that stealing was “against the 
' (Obviously, however, this was im- 
in the responses that mentioned fear 
ng caught and fear of punishment.) 
f these added, “I would not want any- 
that I stole,” and the other wrote, “If 
Caught, I would be breaking the law 
and I would have to pay for it and I 
t not have any money.” 

Would not want anything that didn't 
to me" was one respondent's entire 
to the question. Another young 
On, being either facetious or astonish- 
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ingly frank, wrote, "My reason would be 
that I didn't need it at that time or I just 
didn't want it." 

What conclusions, if any, can we derive 
from these young people's statements about 
why they and the rest of us do or do not 
steal, about dishonesty and “delinquency” 
in general? 

It appears that training, conscience, and 
fear of disapproval and punishment are all 
important deterrents to misconduct, but 
that they may all be ineffectual when other 
factors—generally emotional needs and 
pressures—are more influential. In dealing 
preventively with a particular young per- 
son, we need first to find out to which fac- 
tors he is most susceptible: needs for atten- 
tion, acceptance, accomplishment, assurance 
of masculinity, activity, adventure, healthy 
outlets for anger and fear, and others. 
Then we must try to find ways of helping 
him satisfy these needs and attain his goals 
in acceptable ways. 

Even after violations of law and/or 
morality have occurred, this is clearly the 
most fruitful approach to re-direction. And, 
although generalizations can be helpful, we 
must always concentrate on the individual, 
trying to understand why this particular 
person with this unique personality in this 
particular set of circumstances acted in this 
particular way. The fact that Billy and 
Jimmy both steal bicycles does not indicate 
that they should be dealt with in the same 
manner, since Billy may have a healthy 
conscience that makes him ashamed and 
repentant, whereas Jimmy may regret only 
that he didn’t “get away with it.” 
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The use of interpreters 


The general goal of interviewing—the col- 
lection of reliable and valid information 
from a respondent—is common to profes- 
sional social workers, to the medical, legal, 
and other professions, and to those engaged 
in scientific research. Experience in the use 
of interpreters in connection with inter- 
viewing in a research and casework demon- 
stration project * on older persons in need 
of protective services prompted us to record 
the following observations and generaliza- 
tions for consideration whenever Systematic 
interviewing with interpreters is needed. 
We will first briefly characterize both inter- 
viewing and interpreting, then offer an 
interviewer-interpreter paradigm that may 
be applied to any professional discipline 
using interpreters, and, finally, offer some 
words of caution. 

In dealing with his client, ‘any profes- 
sional person acts as an interviewer, asking 
questions more or less formally planned to 
ei a 


The authors are associated with the Benjamin Rose 
Institute, Cleveland, Ohio. 
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Department of Health, Education, and Welfare, 
Washington, D.C. 
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in interviewing 


elicit particular types of information about 
the client and his problem. The baie 
of interviewing consists of contacting tM 
respondent and informing and motivar 
him in order to obtain positive co-opé™ 
tion in answering the questions! : m 
ever, simply asking systematic questions 
and of itself is not necessarily the best way 
to obtain valid and reliable informatio” 
For one thing, the biases and nmi) 
the interviewer may interfere with we 
terpreting the questions to the reel 
and recording the respondent's ans a 
For another, the respondent may not d 
accurate information: he may wilt 
or exaggerate defensively, he may B^ 
gotten or be "repressing" the eu " 
he may be too confused to wer 
he may be too ignorant or too unin V. 
about the subject or the jargon the 20d 
viewer is using. In addition, he pa 
understand the language in which the s 
viewer is communicating. This latter e 
lem is potentially correctable by the 5 
use of an interpreter, though. the 
communication difficulties remain. iy 

An interpreter may be defined as oo 
able to facilitate communication 


of interpreters in interviewing 


ent (or clients) and an interviewer. 
Jsually interpreters are thought of as bi- 
gual persons capable of fluent communi- 
in two or more languages. But a 
r interpretation is needed, as pointed 


t by the following case illustration, in- 


ation No. 1: Case of Mrs. S, an 86-year-old 
with a speech defect and disorientation, pos- 
[due to an arteriosclerotic condition. A long- 
end had taken Mrs. S into her own home 
d provided considerable physical, as well as 
onal, support. The research interviewer was 
‘to understand any of the mumbled phrases 
Mrs, S uttered; and her gestures were almost 
less, The interviewer could not tell 
the client understood the questions. Mrs. 
friend, volunteered to assume the role of 
ter, and offered what appeared to be sym- 
renderings of Mrs. S's broken noise pat- 
Mrs. S appeared satisfied with Mrs. T's inter- 
ons, nodding at correct places, etc. However, 

ns concerning Mrs. S's friends evoked much 
tT comments from Mrs. T than Mrs. S was ob- 
to have provided, meaning that, at this 
at least, Mrs. T was expanding the informa- 
t the client herself was giving. 


terviewer-Interpreter Paradigm 
ere are three basic relationship para- 
that may obtain between the inter- 
and the interpreter vis-a-vis a client: 
One in which the interpreter becomes 
Merviewer for all practical purposes, 
; in which the interviewer turns over 
t of questions to an interpreter and 
he interpreter make the contact, build 
rt, motivate client co-operation, and 
d record the questions and answers; 
f € in which the interpreter is merely 
; albeit a human tool, that the inter- 
uses, but in which the interviewer 
person who has the relationship with 
dient, who directs the operations, and 
Buides by various signs what the inter- 
does; and (3) a middle position in 
| there is a working partnership be- 
‘Specialists, who may share in build- 
relationship with the client and the 
nication with him. 
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Each of these types of role that the inter- 
viewerinterpreter pair may take leads to 
various outcomes by the very nature of the 
relationships formed. For professional-per- 
sons-as-interviewers, such as research inter- 
viewers, doctors, and lawyers, with whom 
the relationship formed is usually of short 
duration, with intensive questioning peri- 
ods in which accurate information must be 
elicited, the second, or “tool,” relationship 
between interviewer and interpreter might 
be most useful, with the interpreter being 
used with as great precision as possible. 
However, even in these disciplines, situa- 
tions may arise in which it would be desir- 
able to have the interpreter as a partner- 
specialist. 

For other types of professional-person-as- 
interviewers, it might be unwise to form 
one or another of the paradigmatic roles— 
for instance, it would be unwise for a case- 
worker to relinquish the social casework 
relationship to an interpreter as in the first 
role mentioned above. In particular, the 
caseworker cannot relinquish a relationship 
with a client to a family member who might 
be available to interpret, because this may 
be the reason why the caseworker was 
brought into the situation in the first 
place—in order to bring a more therapeutic 
approach to a family problem. On the 
other hand, there are limits to which a 
family member might be willing to be used 
as a tool for the caseworker, given his own 
significant emotional involvement with the 
problems of the client. Thus, the second 
role might produce more problems than it 
solved. The third role, namely, that of 
partner-specialists, might be used most ap- 
propriately in casework situations, espe- 
cially when the worker wishes to involve 
the relatives in the client's care. The first 
role, in which the interpreter becomes, in 
effect, the interviewer, has limited usage, 
but is used when the professional person 
wishes to transfer some of the routine mat- 
ters, such as having a relative call on an 


y. 
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older person to keep tabs on his housekeep- 
ing needs, and so forth. 


Cautions 


When an interpreter is used in any of the 
paradigmatic roles, certain complications 
occur that the professional-person-as-inter- 
viewer would do well to consider in ad- 
vance, 


Confidentiality in interviewing 

When a third party is brought into the 
interview situation, it becomes more diffi- 
cult to maintain the usual confidentiality 
established in most professional relation- 
ships. An adult relative acting as inter- 
preter may also be involved in the problem, 
and the client may thus not be able to speak 
freely. "There is also the danger that the 
interpreter may use the situation to his own 
advantage? An adult friend acting as in- 
terpreter is another possibility, but it may 
be difficult to prevent the spread of infor- 
mation learned in the interview. Even 
strangers to the client may be living in the 
same neighborhood and may contribute to 
the "gossip circle." (In screening possible 
interpreters, we asked whether they knew 
anyone in the neighborhood of the client 
before mentioning the client's name.) If 
an English-speaking child is available and 
asked to interpret extensively for his for- 
eign-language-speaking parents, the inter- 
viewer may anticipate problems in levels of 
comprehension, in discussions involving 
delicate matters, and even in cultural mores 
that militate against a child's taking a 
"superior" role toward his parents. 

Our research interviewing experience has 
shown that using another professionally 
trained person—such as a teacher or case- 
worker—as interpreter is the safest to en- 
sure confidentiality, as well as a relatively 
high level of accuracy in translating and 
understanding the problems of the inter- 
viewer. Many large cities have ethnic 
group organizations from which lists of 


BLOOM, HANSON, FRIRES, AND SOUTH 


available interpreters may be obtained, For 
instance, Cleveland has the Nationalitis 
Services Center, whose primary task is to 
give technical aid in all phases of immigra 
tion, naturalization, and occupational at 
justment, as well as to facilitate cultural 
integration into the community, Other 
sources of interpreters might be local uni 
versities and colleges, churches of particular 
nationality groups, settlement houses, and 
embassies or legations; even asking at a 
local meat market in the client's neighbor 


as interpreter may fill the need. 
Quality of the interviewing process 


The interpreter himself must be able to 
understand the question and the meaning 
of the question. He must be able to ask 
the question skillfully, translating idioms w 
provide the same meaning of the question: 
And he must be able to report to the intet 
viewer what the client's response is. Thí 
requires that the interpreter be proper 
trained. The matter of roles must be dè 
cided, as suggested in the paradigm. E 
the questions are to be asked, how ps 
terms are to be interpreted, pacing o 
interview, ways of simplifying ane 
or using folk terms if necessary—all d 
and other practical issues must be wor 
out in advance of the interview. Thi d 
tance one is willing to depart from a u^ 
ardized question depends on the use 
which the information will be put. i 

Illustration No. 2: Mr. C, a 74-year-old man ge 
with a family, had to be interviewed in Polish. T 
Cleveland Nationalities Services Center suppli. 
interviewer with the name of a housewife who a 
done considerable interpreting work for the p- í 
This simplified training, and the dur 
viewer merely clarified some simple rules © 
the automobile ride to visit Mr. C. ‘The pat 
preters homey manner established initial PF 
not only with Mr. C, but also with his er de 
Who was more suspicious and resisting Mr: © 
dient. The interpreter chatted freely with Mier 
and was able to return to get responses to the 
view questions. The research interviewer 


e dis 


reports 


hood for a person such as a lawyer ora |. 
school teacher who might be willing to ad 
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‘success of this interview and the possibil- 
uture interviews with the client are possi- 
use of the way in which the interpreter 
a touchy situation. 
all interpreters have been as good 
ne described above; but, by formu- 
d using the principles set forth in 
per, the quality of interpreters has 
ed during our study. 
interviewer has knowledge of even 
ords or phrases of the foreign lan- 
it can be very helpful and very mean- 
othe client. This simple knowledge 
dicate the general mood or feeling 
client. It can also act as a check on 


to the tone and to the gestures 
al expressions of the client may 


lent. Our experience with older 
has showed that, in most instances, 
dents enjoy meeting a friendly per- 
o not only speaks the same language, 
io may also have come from the same 
of the old country. In such a happy 
n, case history material may be easily 


red interview data are very difficult to 
especially when sources of internal 
tency might reflect the confusion of 


Bing times and places suitable for 
* persons rather than two complicates 
particularly when busy, profes- 
R persons are involved. If the client is 
ed unannounced, as in our study, the 
lewer-interpreter team may have to 
back several times, which adds to the 
ise. Setting appointments and arrang- 
T transportation may eliminate some 
€ problems. 
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Another complication in the use of inter- 
preters is the effect on the "refusal" rate of 
having two strangers come to visit a client 
rather than one. This may be threatening 
in some cases, but it is a calculated risk. 

Interpreters may be used to translate 
questions into a written form to be given 
to the client, the responses being translated 
later (if and when the questionnaire is 
returned). The usual difficulties with writ- 
ten questionnaires apply here, and such a 
method is less flexible for medical and legal 


purposes. 
Summary 


In obtaining valid and reliable informa- 
tion in situations in which there is a com- 
munication difficulty with a client, there 
are several decisions to be made and prob- 
lems to be considered. The use of an in- 
terpreter varies with the purpose of the 
relationship one wants to establish. Three 


` paradigmatic roles are suggested between 


an interviewer and an interpreter vis- 
à-vis a client: (1) one in which the interpre- 
ter becomes the interviewer for all practical 
purposes, (2) one in which the interpreter is 
used as a tool, and (3) one in which there is 
a working partnership between specialists 
who share in building a relationship with 
the client. The advantages and disadvan- 
tages of each role model should be consid- 
ered before selecting a particular one. 

When an interpreter is used in any of 
these paradigmatic roles, certain complica- 
tions occur that the professional-person-as- 
interviewer would do well to consider in 
advance. These relate to confidentiality 
in interviewing, the quality of the inter- 
viewing process, and logistics. 
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Psychiatric consultation 


This is a report of psychiatric consultation 
in two high schools in St. Paul, Minnesota. 
The project evolved in a community men- 
tal health center whose traditional medical 
and service models did not fit the majority 
of high school clients. This dilemma has 
been described by Frank Riessman:1 
"Treatment, as presently organized, is not 
congenial to low-income clients, is not con- 
gruent with their traditions and expecta- 
tions, and is poorly understood by them. 
In essence, these clients are alienated from 
treatment.” 

Since two schools were referring troubled 
adolescents, I decided to consult in the 
schools rather than my clinic office, I hoped 
to strengthen the resources of teachers and 
counselors so that they would use their re- 
lationship with students in helpful ways. 

In preparing for the venture, I referred 
to Gildea’s? “school-centered program”; 
Lindemann's? description of community 
consultation was stimulating; and Cap- 
lan's* writings were invaluable. I was also 


Dr. Hirschowitz is a psychiatrist at Fergus Falls 
State Hospital, Fergus Falls, Minn. 
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in the schools 


Sociocultural perspectives 


fortified by my experience of Richard 
Hauser's work in London schools. 

In order to consult as a community psy 
chiatrist, I had to look to the social sciences 
for my frame of reference. I needed a mul 
tifocal lens to see how “essential others” in 
family or school could contribute to the de 
velopment, prevention, treatment, or col 
trol of deviant behavior. Such an api 
proach permits “action for mental health. 
One must note, with regret, that the Joint 
Commission does not view the schools 
from a sociological perspective. Its in 
phasis is not sociotherapeutic; it is certain y 
not utilitarian. Indeed, its gratuitous 1 
sistence that teachers not be payee 
pists® lays the Commission open to 
accusation of closing the therapy shop. 4 

The propositions of Neill” are bs 
tionist, but he made his stand at a tim 
when little was known of child develop 
ment and children were often hec 
“innately” bad or mad.  Neill's d 
seauism" placed the burden of dipa s 
upon problem parent, problem tea 
problem society. 


ic and 
In today's climate it is pragmatic 2 


pristic to explore problem communi- 
passu with problem children. If 
applying a “mold” theory, when a 
resists patterning by the social mold, 
ie cracked?” is not as useful a question 
as “Is the mold cracked?” Society can re- 
‘racks in the social template, but not 
genetic one. 
ng supplemented the lore of clin- 
sychiatry with concepts from the 
sciences, I approached the two 
, to be called schools A and B, seek- 
at Caplan describes as “sanctions.” 
were obtained against considerable 
ce, and I began work. I consulted 
larly with groups of teachers and coun- 
"and, occasionally, with the princi- 


at follows is a configurational impres- 
| E the two schools. For conceptual 
ience, I choose to emphasize their 
ces; similarities are conceded, but 
scussed. 
School A is a vast, impersonal machine 
"appears to run by the book and by the 
The corridors are cold and monas- 


system often appear cheerful, but 
are forced, and cordiality seems 
al. The administrators are rarely vis- 
d ut are affable enough when encoun- 

There is little face-to-face commu- 
n. Memoranda are preferred, so 
Communication is vertical and one 
"(down the line). Decisions are made 
bureaucratic center and diffuse out- 
and downward on a line-and-staff 
| Many pipelines lead out from the 
tone lead in. The style is military. 
line-and-staff model here described 
Come under ruthless scrutiny by pro- 
€ educators. Their analyses place 
‘School in historical perspective. Such 
$ evolved between the wars in re- 
to exploding school enrollments. 
School enrollment doubled every 
from 1880 to 1930. Few knew how 
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to organize such large groups, so there was 
heavy borrowing from the reigning experts 
in the army and in industry. With this 
came separation of planning and perform- 
ance within an essentially authoritarian 
structure. Such schools coped. Indeed, 
they were efficient; but one doubts that 
they were effective. This was also the hey- 
day of a crude social behaviorism whose 
basic assumption was that infinitely mallea- 
ble personalities could be placed on the 
educational assembly line and come off it 
duly Americanized, homogenized, molded. 
Many critics now assert the need to con- 
sider individual differences in more com- 
prehensive planning. They note with de- 
spair personality constriction,* personality 
absorption, “cheerful robots,” + and dehu- 
manization, indicating that society need no 
longer pay such a price for education. 

(The reader will note that state hospitals 
underwent the same insidious militaristic 
evolution. Many are equally ready for 
revolution or radical surgery.) 

School A is large, with over 2,000 stu- 
dents. Staff members cannot know one an- 
other, and there is little meaningful asso- 
ciation. It is a “college bound" school. It 
is also an “eggcrate” school, the rigidity and 
compartmentation of which have compul- 
sive correlates in the individuals’ personal- 
ities. 

School A's teachers know their subjects 
and apply their “techniques” for teaching 
them. They are grimly curriculum-domi- 
nated and rarely counsel students. The 
teachers are guarded and prone to intellec- 
tualize; they prefer to deny the existence 
of human emotions. One or two young 
teachers frantically seek direction or exam- 
ple; older teachers appear cynical or de- 
tached—they are tired, have given up, are 


“Jocked into the system.” ‘ 
Deviant behavior is defined as behavior 


Such a personality "warp" is described by 
Arnold Green, Erik Erikson, and others. 
+The phrase is C. ‘Wright Mills’. 
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that does not conform to middle-class 
standards or expectations. Although few 
of the students are labeled deviant, almost 
all who are, are in the lower economic 
class, and many are Negro. This group is 
alienated from the student body; its mem- 
bers band together defensively and are 
often defiant or hostile. 

School B is smaller, having about 800 
students. Corridor activity is livelier than 
in school A, and the students interact with 
warmth and good humor. In the corridors 
of power, the principal or his assistant is 
usually visible. "They will often be found 
consulting in impromptu fashion with 
teacher or student. The pace of life is 
slower. Staff members know one another 
and meet without formality. The male 
teachers seem tough and resilient, The 
woman teachers have a maternal quality 
and manifest fewer narcissistic concerns 
than their counterparts at school A. A 
team spirit prevails, with administrators 
and counselors perceived as “on the team.” 
Communications are open and lateral. 
Teachers participate in decision-making, 
and are encouraged to air their views. 

The principal has been at the school for 
a decade. He has chosen to remain where 
he is and, with a hard core of regular teach- 
ers, has established an educational philos- 
ophy consistent with this school's unique 
tasks. The school's tasks are unique be- 
cause almost all the students come from 
backgrounds of deprivation. "They enter 
school with "the educational deficiencies 
that result from the life conditions of the 
underprivileged. Here would be included 
the confusion and ambivalence about edu- 
cation, the limited reading ability, the fear 
of failure, the inadequate test-taking skills, 
and lack of school know-how.” 8 

School B's typical student is not college- 
bound. The school is tolerant of his cop- 

ing mechanisms and demotic life style; it 
Creates a climate of acceptance in which 
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social learning and development can ocur. 

Many teachers have strong emotion 
identifications with the students. sud 
teachers have usually “come up the hard 
Way." School B has come to recognize the 
potential assets of these teachers, This 
school would agree with Sexton: 9 “They 
disagree, they argue, and they are active 
rather than passive in temperament. They 
want to change things. They are not al 
ways pleasant with their superiors. Often 
with their colleagues, they are not ‘one of 
the boys’. But, offensive as their behavior 
may sometimes be, such reformers aft 
rather desperately needed. The schools 
therefore, not only should make a place for 


them, but should actively seek them out 
and encourage them to teach, howewt 
troublesome they may prove to be.” 

The students’ families of origin are a 
most all of low income. Those that att 
not in the working class do not work at 
all. Many homes are fatherless. The E 
area includes “the project," and an area E 
de facto segregation dubbed "the ghetto. 
Although students’ families are of low it 
come, they are not culturally homogeneous 
In the community are viable subgroups 0 
Negro, Indian, Mexican, and Euro 
origin. The school's students rei 
pluralistic society, in which Clyde Kin | 
hohn's “orchestrated heterogeneity" pré 
vails. 

The students are not distinguished is 
sitzfleisch or attention span. Yet impulsi" 
ity is curbed or canalized; the school is 
plies Redl and Wineman’s !? d 
lactic antisepsis.” Its dropout rate is 
than 10 per cent! ; 

^e ape first impressions, ers 
differences in the style and personality h 
the two schools emerged: School A b 
cold; school B was warm. School A ij 
mechanistic; school B was organismi | 


School A was curriculum-centered; we 
B was child-centered. School A was 
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thoritarian; school B was democratic. 
School A controlled by shaming; school B, 
by acceptance. 
In order to help, I had to discover more 
bout the distinctive communication pat- 
ferns and value orientations of the poor. 
eachers cannot teach, nor planners plan, 
helping agents help, without learning 
language of the poor. There are, for 
example, "differing rules for ordering 
peech and thought in the working class.” ?! 
Like 4 foreign language, these have to be 
I digress at this point, therefore, in order 
t share with the reader some hypotheses 
ut the distinctive subcultures of low- 
groups. Two antipodal groups are 
Noted by most researchers. At the one pole 
Sa relatively stable, well-integrated “cul- 
te of the poor." Its families and its mem- 
reflect this relative stability. At the 
$ site pole is disintegration: social, 
lam lial, individual, 
Tt is in the stable group that one observes 
€ differentiated value orientations of the 
These value orientations interlock 


o are best contrasted, as a whole, with 

dominant value-orientations of Ameri- 

3 p Which are conceded to be essen- 

p y middle class and Protestant. The un- 

itting extent to which these concealed 

"US muddy psychiatric objectivity has 
discussed by Davis.1 


Ex: 4 
o RO of the poor's value-orientations 


nt. A 

' E Poor live essentially in the present. They 

th E toward being-in-the-present rather 

tached 5 ming-in-the-future. Little value is at- 

i Pa Present sacrifice for future reward. 

No ES there is little “tyranny of the clock." 
Bo Es is attached to "getting things done"; 

M own sake is not highly valued; work is 

3, The ee not an end. 

A m titude toward nature is one of harmony 
ure rather than control over nature. This 

it “Rites to the individual's biologic nature 

i Other Nature. There is little emphasis on 


the curb and control of appetite or emotion. Spon- 
taneity is valued. 

4. Their view of the Deity is one of fatalism in 
the face of immanent destiny. They see themselves 
as relatively helpless before external agencies that 
have power over them. Consistent with their atti- 
tude toward destiny, the world is accepted as strati- 
fied and hierarchistic. Others have authority; their 
world is one of patterned domination-submission in 
superordinate-subordinate relationships. 

5. The poor man tends to be group-centered 
rather than individualist. He defines himself by 
his group membership rather than by role or status. 
He is very much a family man. A question about 
“his family” will as often elicit answers about his 
family of orientation as about his family of procre- 
ation. His family is large and extended. Family 
members associate often. Families are close, dem- 
onstrating considerable co-operation and mutual 
aid. Elders are respected, the male has authority, 
and tradition guides many decisions. The mother 
is usually bound to the home, and Erikson's “Mom” 
does not appear on the scene. In peer relation- 
ships, friendships are intense, intimate, and mu- 
tually supportive. "There is less need for status 
"front" since only intimates enter the home. A 
host among the poor is not valued for his material 
possessions but for his “friendliness, his moral qual- 
ities, and his ability as a host.” 18 Friends and 
family members support one another. These fam- 
ilies are “poor but proud,” value independence, 
and resist “going on welfare.” 


At the opposite pole is a group of frag- 
mented social atoms. They are normless, 
confused, and confusing. Their values 
lack integration or consistency; their life 
style is not of a piece; there is no anchor- 
age point, no stable ethos. They are in 
every sense marginal, out of all groups and 
in none. This group rates high on Leigh- 
ton'si Sterling County “indices of social 
disintegration,” as well as on Srole's “scale 
of anomie.” !5 

There are anomic areas in every metro- 
polis. In the community here considered, 
the anomic concept is useful. Anomie 
threatens, according to Merton,!? when the 
social structure prescribes goals for all while 
restricting the institutionalized modes of 
access. As legitimate avenues of access are 
sealed off by the social structure, strong 


—_ 
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pressure toward nonconforming conduct 
occurs. 

School A’s Negro students and low-in- 
come students are subject to anomic stress 
in the school. They compare their goals, 
hopes, and prospects with those of their 
more advantaged neighbors. They also 
note that the school is geared toward ful- 
filling the aspirations of students of the 
upper economic class. They are asked to 
internalize goals they cannot realize. 

School B’s students are not under anomic 
stress within the school but within the com- 
munity. Wherever there is juxtaposition 
of rich and poor, advantaged and disad- 
vantaged, the poor student will question 
whether society is “his.” The world be- 
comes a Hobbesian nightmare in which 
“calculations of personal advantage and 
fear of punishment are the only regulatory 
agencies.” 16 The less cohesive, cognate, 
and robust the neighborhood community, 
the greater the anomie will be. Lander's 
Baltimore Study illustrates the values of 
neighborhood stability.17 

What are the “solutions” available to 
students from low-income groups? What 
can school and community do to guide 
them toward lives they can value? It is 
likely that students from the stable “cul- 
ture of poverty" will internalize, and fulfill, 
realistic aspiration levels. They will settle 
down, be “content with their lot,” and 
perceive themselves as within society. 

But what of the unstable, anomic group? 
In this group, the students inherit few 
adaptive habits from caretaking adults. 
With absent fathers and floating surrogates, 
sexual identification becomes confused. 
Social experience is in “street-corner soci- 
ety.” Gangs exert group psychological 
pressures; and rebellious, delinquent pat- 
terns spread by group contagion. Self- 
fulfilling prophecies are reinforced by com- 
munity agents, and the groups may move 
“agin’ the government,” toward dropout 
and jungle apprenticeship. 
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A variety of "retreatist" solutions looms 
ahead as well: alcoholism, drug addiction, 
hobohemianism, prostitution, illness. Also, 
the student born into the “welfare colonial’ 
poor may inherit the parental stance: ht 
becomes helpless, hopeless, cannot leam, 
cannot change—"the welfare" must take 
care of him. 

It is against this sociocultural backdrop 
that school B's students should be viewed. 
This school cannot reach or change all it | 
students. But it certainly does reach the 
student who “faces a problem of adjust | 
ment and is in the market for a ‘sol 
tion’.” 18 (Cohen refers here to the student 
with some resilience who seeks an adaptive 
solution.) 

After many weeks in the two schoolt 
resistance to my work diminished. Regulat 
weekly meetings with groups of teacher 
were established and gained momentum 
In school A, strong resentment of admini | 
trative conservatism was expressed. Inn? 
vation was discouraged, and the Mes 
were expected to "stay in line.” In E 
B, the teachers felt less constrained bu 
were overwhelmed by weight of m) 
and paucity of resources. School A's be i 
ers reflected Buberian concern about s 
lack of meaningful engagement with p. 
another or with the students. School " 
teachers felt sufficiently “person-oriente 
but complained that society was not ie 
them help in transcending their Ja 
custodial role. i 

As the groups warmed up, dist 
styles of individual-group-leader inter i 
emerged. (In each group I funcion 
a participant observer or resource lea af 
In observing these group psychologic P 
terns, I wondered how these patterns 0^ 
pared with teacher-student behavior wenn 
classroom, and principal-faculty ge 
in the system as a whole. The sty ] 
school B and of its groups was more - 
flexible, and democratic than that of $ : 
A. Since schools do contract to teach m? 


inctive 
action 
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loyalties, as well as facts and skills, it 
seemed reasonable to assert that the more 
democratic the climate, the better it would 
be for all concerned. (Values are “caught,” 
not “taught.”) 

What is implied by democracy in the 
school? It certainly does not mean collec- 
tivism, that all decisions are, or should be, 
made by group consensus. But it does 
mean that decisions that concern the faculty 
are made with them, not away from them. 
The administrator governs with the free 
consent of the governed, and co-operation 
is stressed. Sanctions and controls reside 
Within the group, not within the leader. 
Freedom of opinion and speech is valued, 
Eon communication prevails. Oppor- 
D n for creative expression are pro- 

While wrestling with measures of demo- 

Matic climate, I was rescued by serendipity. 
Twas introduced to Halpin and Croft's ® 
Work on the “organizational climate of 
bo , Their work is heuristic and of 
Wiceranging relevance to social psychiatric 
$ earch. They have been able to map the 
Organizational climate” of schools in 
E. the same way as the MMPI pro- 
“68 personality. Their “organizational 
E din, scription questionnaire” provides 
Racker Fou of group-leader behavior. 
ee an rated on subtests of 
timacy, I cem rance, esprit, and in- 

pal is rated on aloofness, 


Toducti 5 
E uction emphasis, thrust, and considera- 


B sampling of teachers' attitudes, 
Su er with my own observations, would 
Best that school A's climate is con- 


"tolled where ae s 
and Croft ross school B's is open. Halpin 


í i Controlled Climate is marked, above every- 
Pense of EUR a press for achievement at the ex- 
and "red satisfaction. Everyone "works 
With others ere is little time for friendly relations 
..3 and ud for deviation from established con- 
ard ta rectives. This climate is over-weighted 
sk-achievement and away from social- 


needs satisfaction. . . . The principal is described 
as dominating and directive; he allows little flexi- 
bility within the organization, and he insists that 
everything be done “his” way (high Production 
Emphasis). He is somewhat aloof; he prefers to 
publish directives to indicate how each procedure 
is to be followed. 


The teachers in a controlled climate are 
encouraged to "get on with it"; they are 
discouraged from questioning, criticizing, 
or innovating. Considerable time is de- 
voted to paper work (high "hindrance"), 
and the style is authoritarian. 

School B has an open climate. In this 
climate, the teachers co-operate well, are 
friendly without leaning upon one another, 
have high morale, and do not feel impeded 
in their work. The principal offers ex- 
ample and support. He is not aloof and 
does not have to emphasize production. 
"He possesses the personal flexibility to be 
genuine whether he be required to control 
and direct the activities of others or be re- 
quired to show compassion in satisfying 
the social needs of individual teachers. He 
has integrity in that he is ‘all of a piece’ 
and therefore can function well in either 
situation.” 

The above diagnoses of organizational 
personality permit the following prescrip- 
tions: 

Many of school A’s values appear to have 
become ends in themselves. “Efficiency,” 
“adjustment,” and “conformity” are mean- 
ingless without “for what?” and “toward 
what?” Meaningful association should be 
promoted, and communication channels 
broadened. The school could become less 
mechanistic and more organismic. It should 
pause and ponder, as Drucker 2° has: "In 
itself, functional efficiency is nothing un- 
less we know the answer to the question 
‘efficiency to what purpose and at what 
price?” (Kraft? paraphrases the gospels; 
“Jt js education that is the great liberator.” 
He writes “What kind of education must 
be provided for youth so that it will func 
tion effectively, creatively, constructively in 
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such a world? But this is precisely the 
question that educators are mot asking 
themselves.") 

School A has to create a climate that 
permits the needs of students like David 
W. Shavers to be met. This 18-year-old 
dropout wrote: 


I don't think schools do right in making kids feel 
left out, I mean, sure, I'm colored and I'm poor, 
but there's lots of colored people and poor people, 
and it just seems to me we've got a right to an 
education too. But you can't learn nothing when 
you're shut out, when the books you read and the 
things you study and what the teachers say—when 
all of it’s meant for somebody else. 

It just seems to me the schools are set up wrong. 
They should take kids as they are and teach them, 
not what somebody thinks kids should be. You 
know what I mean? I mean, not everybody lives in 
a big house in the country and drives a big car; not 
everybody goes to college, or wants to. Why can’t 
the schools teach kids what they need, instead of 
what somebody thinks they ought to have? 


School B needs, above all, recognition. 
Along with recognition, the community-at- 
large should provide help, understanding, 
and support, which should be translated 
into more money, more equipment, and 
more teachers. (Indeed, since these are 
socially disadvantaged students, society 
should hasten to fill the gaps.) Counseling 
staff should be increased to permit activity 
in students’ homes and co-ordination of ac- 
tivities within the community. A “com- 
mittee of action” should be formed to 
speathead positive social change in this 
community. It could do many things, as 
did Chicago's Woodlawn organization.?? 
A "total push" is needed in school B's 
slums. The disadvantaged (as in psycho- 
therapy) should be helped to help them- 
selves. Such a mass “boot-strap operation” 
occurred recently in Woodlawn. Move- 
ment “up from apathy” requires the cataly- 
sis that “engaged” psychiatrists can provide. 
In order to help the community help itself, 


i Quoted in the Minneapolis Tribune, November 
22, 1964, 
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the community-atlarge needs to be diy 
abused of its prejudices about the badmal 
poor. The dominant community should ex: 
amine, and change, its welfare-colonial, 
blaming-shaming attitude toward the citi 
zens it, the community, has disadvantaged. 

I end this paper, as I began, by wonder 
ing what the community mental health cen: 
ter could do about all this. It is strategically 
placed to do a great deal. After all, its 
very title suggests accountability for the 
diagnosis and treatment of commumily 
problems; the promotion of mental health 
and prevention of community ill-health 
(which surely involves bearing courageow 
witness concerning the gulf between real 
and ideal norms in the City of Saint Paul) 
and being the co-ordinating and integrat 
ing center for community helping agenat 

Most mental health centers are not funt 


tioning as community problem-solving $j% 


i 


tems. As of now, most service-centerel 
psychiatrists in mental health centers at 
prisoners of the medical model. The at 
thor agrees with Cottrell?? that the i 
munity psychiatrist needs radical modifica 
tion of his traditional concepts: 


One result of this state of the art and the € 
ment of responsibility is that mental pr at 
somehow be conceived of as a goal that can ma 
rated from, and its problems attacked apart id 
broader cultural and social conditions of W 
they are intimately a part. 

In my opinion this would be a plans sinl 
greatest magnitude. We would thereby 


251 ns 
the chance to add to our arsenal of clinical Mer 
nce, as We 
asic 80 
entally 


der of the 


the practical knowledge and experiei A 
the theoretical tools, for addressing the 
cietal conditions inimical or conducive to ™ 
healthy development. . . . : ih 

There is a en serious problem associated A 
conceptualizations of mental health, pau 
when used as a basis for planning action ur endi 
Mental health may be regarded as a dud EE 
totally unrelated to the broader problems © 
living. A 

Because of their theoretical orientation % oy 
preoccupation with the individual, psychiaty ^ 


similarly oriented professions are specia P ie 


and thei! 


to such isolationism. This is not to Say 


xegards these larger processes 
unimportant. Quite the contrary, 
ual framework with which he works 

him to address these larger con- 


mity psychiatrist must strive 
doctor the community but, as 
| “therapeutic community,” to 
munity become the doctor. It 
that I have attempted to realize 
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A child's mental abilities, and consequently 
his educational potential, are shaped in 
some degree by his early environment. In 
recent years this truism has taken on major 
significance for educators, sociologists, and 
psychologists who have turned their atten- 
tion to one of the great educational and 
social problems of our time, the problem 
of the so-called "culturally deprived" or 
| “culturally disadvantaged” segment of the 
population. At the same time, it has be- 
come a matter of both scientific and prac- 
tical interest to ask exactly how the 
environment goes about shaping the de- 
, velopment of mental abilities. The basis 
_ for a detailed, analytical approach to the 
problem is to be found in the body of fact 
and theory derived from experimental re- 
search on the psychology of learning. 
Basically, the crucial effects of early en- 
vironment seem to fall into three main 
categories. The first category comprises 
the most general biologic effects of environ- 
mental stimultation. As we shall see, there 
is some evidence that in the first months 
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Social class and perceptual learning 


and years of life the quality of the environ 
ment can actually affect the morphology 
and the biochemical functioning of tht 
brain. The effects seem to be c 
general and probably affect all spheres k 
mental activity. The second category be 
prises the effects of environmental — 
tion on the development of perceptual 
abilities. Infants and very young children 
must literally learn to see, to select : 
and to interpret the welter of “informe 
tion" that bombards their senses during 
all their waking hours. This percep ra 
learning is an important foundation ' | 
later, more advanced forms of learning 
The third main category of environment 
influence is the realm of verbal lear | 
The acquisition of language and its Ta 
taneous use in dealing with both the p m 
cal and the social environment are P 
paramount importance to the indie E 
educational potential In fact, the ad" 
acterization “verbally underdeve x 
would be a more appropriate «n n 
“culturally deprived” for children w e 
educationally backward for environme 
reasons. ^ 
The purpose of this article is to a 
closer look at the first two categories ee 
tioned above, that is, the effects of the ^» 
vironment on general brain capacity f, 


ility. 
more specifically, on perceptual ab ‘y 
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The subject of verbal development is much 
too vast to be considered with the same 
thoroughness as the other topics treated in 
this article, and the author has presented 
elsewhere a detailed account of the influ- 
ences of social class on verbal learning.* 


Intelligence and Learning Ability 


The explanation of social-class differences 
in learning ability or school attainment 
| cannot be achieved merely by reference to 
differences in I.Q. as measured by standard 
| tests. The I.Q. is indeed a correlate of many 
things, but it is never the cause of anything. 
School achievement correlates substantially 
with the LQ. because the latter is itself 
derived from a kind of achievement test 
that presumably samples a somewhat 
| broader range of experience than is gen- 
| tally acquired through formal education. 
- Our discussion can be facilitated by ref 
| "ence to the diagrams in Figure 1. 
D. arrows represent individuals with 
different genetic endowments in capacity 
learning. The size of the arrow indi- 
tates the extent of this capacity. It is ap- 


Ern eru FIGURE | 
"'ematic diagram of the development of intelligence (See 


parent that subjects A and C are about 
equal in this respect, as are B and D. To 
make our illustration more realistic, we can 
suppose that A and C are one set of identi- 
cal twins, and B and D, another set. 

The large rectangles represent the en- 
vironment through which these individuals 
must pass for a given period of time, say, 
the first 18 years of life. The environmen- 
tal influences are divided (by the broken 
lines) into stages, but these stages of de- 
velopment should be seen as blending into 
one another without any clear-cut bound- 
aries between them. The dots represent 
elements of the environment that can enter 
into learning, i.e., that can be incorporated 
as more or less permanent modifications of 
neural structure and function. These dots, 
in brief, represent the sum total of the im- 
pressions, habits, and associations that the 
individual can potentially acquire in his 
particular environment. The number of 
dots represents environmental complexity 
—the richness of opportunity for distinc- 
tive experiences. 

The white dots are elements that depend 
relatively little for their acquisition upon 


* 


text for explanation.) 
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transfer from previously acquired elements, 
though some of these, once acquired, may 
facilitate the acquisition of later elements. 
They may be thought of, therefore, as 
rather specific kinds of learning. Learning 
the names of playmates, learning one's way 
around the neighborhood, learning the 
tastes of various foods, learning the specific 
locations of various household items, and 
the like, would all be examples of learning 
that is not particularly high in generalized 
transfer to other learning situations. 
The black dots, on the other hand, are 
elements heavily laden with potential for 
transfer to the learning of other elements; 
their acquisition may depend largely upon 
the prior acquisition of other elements; 
and they, in turn, are the necessary prere- 
quisites for the acquisition of elements en- 
countered later. These are general habits 
such as paying attention to speech 
sounds, noticing distinguishing character- 
istics among similar but different objects, 
and spontaneously labeling objects and re- 
lationships and using words to represent 
events to oneself. Other illustrations would 
be the acquisition of such broad concepts 
as same and different, order and enumera- 
tion, and so forth. At later ages transfer 
of learning is most apparent, for example, 
in leárning arithmetic, though transfer op- 
erates in nearly all spheres of learning, if 
in less obvious ways. The child who can- 
not distinguish between numerals will have 
diffculty learning to associate the symbols 
with various quantities; and, unless the 
child has learned to enumerate objects, he 
will not be able to grasp addition; and, 
without a knowledge of addition, multi- 
plication will be practically impossible, and 
so on. Nearly every learned element must 
build on some previous learning, and each 
new element that is learned facilitates the 
assimilation of more complex experiences. 
We note that the two environments here 
differ in complexity and, especially, in the 
proportion of elements (black dots) carry- 
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ing the greatest potential for transfer. 
that the proportion of elements that 
upon transfer from previous elemet 
their acquisition (black dots) increa 
the subjects move through time fror 
to right. As the subjects pass throug 
environment, finally to emerge at the 
it is seen that they have acquired a W 
of elements from their environment 
portional both to the capacities with 
they began and to the degree of richi 
the environment. 


situation. The tests, represented b 
squares at the right, consist of a 
selected sample of elements from thi 
vironment. Test I is intended as a! 
ure of “general intelligence”; this is 
plished by sampling those elements 
involve broad transfer (black dots) 1 
II is a more specialized achievement 
such as a test in spelling or arithmetic 
is therefore made up of more highly 
cific elements (white dots). When thi 
ject is placed in the test situation, hi $ 
will be determined by the number ¢ 
vironmental elements he possesses ta 
congruous with those contained in hi 
Thus, it is clear how these particul r 
jects will rank in measured intellige : 
achievement. Despite identical capa 
A and C will obtain widely differin 
scores, whereas B and D will test out® 
alike; in fact, B might turn out some 
superior, due to his possession of slig 
more transfer elements. : 
This representation is consistent M 
much of the evidence of the relevant © 
ture. For example, foster children 
mothers of low social and economic 9 
who are adopted into homes of mi 
socioeconomic status obtain LQ: % 
closer to the I.Q.s of their foster n 
(some 20 to 30 points higher than 
of the natural mothers), even thought m 
basic I.Q.s correlate substantially M 
natural mothers' LQ.s but not at 
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their foster mothers’ 1.Q.s.2 In terms of 
Figure 1, the upper limits of capacity of 
subjects A and B are determined by their 
natural parents (who grew up in environ- 
‘ments corresponding to the lower rec- 
tangle); A and B grew up in the relatively 
good middle-class environment (the upper 
rectangle) and absorbed its elements in pro- 
portion to their capacities. In the test 
situation they will still maintain roughly 
the same order in ability as their natural 
patents, but their average performance will 
-bemuch higher than that of their natural 
patents and will approximate more closely 
the average performance of their foster 
Patents. Such an observation could, of 
course, be made only in the case in which 
there were rather large differences between 
the natural and foster parents in the rele- 
| vant social-class variables. 


Heredity and environment 


À number of additional points can be 
made with reference to Figure 1. What 
Moportion of the variability among indi- 
Viduals as measured by Test I can be at- 
tributed to differences in capacity or genetic 
m for learning and what can be 
" uted to differences in environmental 
B om Within the range of environ- 
be E don normally found in West- 
E. tures, most studies of the problem 
i ea the estimate that approxi- 
md à per cent of the variability in 
Com. intelligence is attributable to 
D. eon and 20 per cent to environ- 
Bri n terms of LQ. points, it turns 
20 to M this represents a probable range of 
Es IQ. points through which the en- 
: ent can exert its influence. This is a 
creer range than the outer lim- 
stele) at generally embracing the largest 
à E differences we find, which is 
h LQ. points. Consequently, there 
Probably few psychologists who would 
"ue that social-class differences in 1.Q. are 
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not due to a combination of both genetic 
and environmental factors. 

But even this difference of 20 or 30 LQ. 
points that can be effected through the en- 
vironment can mean the difference between 
functional illiteracy and literacy, between 
educational attainments equivalent to less 
than an eighth grade education and those 
equivalent to at least a twelfth grade edu- 
cation, between an unskilled job and a 
skilled job, between unemployment and 
gainful occupation; in some cases, it can 
even mean the difference between the desig- 
nations "mentally retarded” and “normal.” 

Though the evidence is as yet indirect 
and circumstantial, it seems highly prob- 
able that the heredity/environment ratio 
is not the same throughout the entire range 
of IQ. Obviously, at the very lowest level 
(say, below L.Q. 50) the psychologic en- 
vironment plays a relatively weak role— 
that is to say, within this range very little 
of the variance would be attributable to 
nonbiologic, environmental factors. (Per- 
haps, also, relatively little of the variance 
in this range could be attributed to genetic 
factors, the chief determinants being pre- 
natal influences of a strictly biologic na- 
ture.) The same may be true at the higher 
levels of LQ. (say, above IQ. 120), since 
to obtain a score this high implies an en- 
vironment that is at least fairly adequate 
from the standpoint of intellectual develop- 
ment; and, if there is an optimal level of 
environmental stimulation that, if ex- 
ceeded, would result in little further ad- 
vantage to general intelligence, little of the 
variance in this range would be attributa- 
ble to environmental factors. Here, rela- 
tively more of the variance would be as- 
sociated with heredity. 

The LQ. range from about 70 to 90 
might well be the region most affected by 
environment. The vast bulk of persons 
in this LQ. range is found among the 
poorer economic classes. ‘This group Pre 
sumably corresponds to subjects C and D 
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in Figure 1. Subjects A and B, as can be 
seen, have absorbed the elements of their 
good environment almost to capacity, 
whereas C and D are relatively far from 
capacity. The addition of more elements 
to the upper environment could make but 
little difference in the outcome of A and 
B, but such an addition to the lower en- 
vironment could make a considerable dif- 
ference for C and D, which, of course, 
would also show up in their test perform- 
ance. 


The notion of specificity 


Let us now clear up a widely held mis- 
conception concerning the nature of the 
environmental elements depicted in Figure 
1—the notion of specificity. It gained its 
currency largely through the research of 
Eels and associates? It was claimed that 
differences in intelligence test performance 
between children in the upper and the 
lower social and economic groups and all 
that these differences implied for school 
achievement and vocational attainment 
were due to differences in the children's 
familiarity with specific test items or with 
the specific subject matter taught in school. 
A. great deal of evidence was amassed that 
showed that some test items discriminated 
between the social classes to a greater ex- 
tent than others. For example, test items 
making reference to musical instruments, 
to exotic zoo animals, or to bookish pro- 
verbs would tend to favor children of 
upper socioeconomic status as compared 
with children of lower socioeconomic status 
than would test items related to experiences 
presumably more or less equally common 
to all children, regardless of the group 
from which they came. 

No one would argue with this fact. Dif- 
ferences in familiarity with test content 
certainly do account for some of the vari- 
ability in results of many of the standard 
tests of intelligence. To overcome this 
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social-class bias in intelligence tests, numer 
ous efforts have been made to devise tests 
that are so-called “culture free” or “culture 
fair." The essential criterion in item selec 
tion for such tests is the inclusion of only 
that content which is likely to be either 
equally familiar or equally unfamiliar in 
every social stratum. Some of the tests de 
vised in accordance with this principl 
have been able to show somewhat smaller 
social-class differences in measures of intel 
ligence. But, even if it were possible to 
devise an intelligence test that would make; 
absolutely no discrimination among social 
classes, the factors that cause failure in 
school and other undesirable outcomes of 
poor learning would continue to operatè 
It is these factors we must understand; 
and the specificity notion, though it his 
validity as far as it goes, actually misses the 
most important point. In terms of Figu 
1, the specificity notion fails to take accout 
of two important concepts: the distinction 
between the white and black dots, ani 
their relative proportions in the various 
stages of learning as we move from left to 
right through time. This distinction 
which can hardly be emphasized enough 
is that the learning of more and zd 
the elements in each succeeding stage" 
elements that constitute "intelligence à | 
assessed by the individual's encounter WI Éd 
Test I—depends mainly upon the acquis 
tion of elements in previous stages. 
Learning grows on learning. 
elements of experience do not im 
same degree of transfer potential. 1 P. 
specificity notion were the whole Wc 
could not account for social-class pa v 
ences among children encountering | i 
learning experiences. From our M a 
learning, of course, the word “new y 
be carefully qualified; for, with each 
of life, fewer and fewer experiences can 
"new" in the sense that they are not e 
essed in terms of past experience. i 
know that the nature of one's past €P% 


put all 
have the 


js a potent determinant of the rate of 
ation of future experiences. 
Ve can make a psychologic distinction 
een Mental Age (MA) and LQ. The 
represents the quantity of certain kinds 
of elements that have been acquired up 
iven point in time. The I.Q. can be 
ght of as the rate of acquisition of 
elements during a given period of 


cumulative deficit 


gressively decline among children of 
er social and economic status? This 
ct has come to be known as the cumula- 
deficit. Negative correlations as high 
0.75 have been found between I.Q. and 
onologic age among deprived children, 
Whereas in middle-class children the cor- 
Telation is zero. Social-class differences in 
1Q. are slight when children enter kinder- 
ten. By high school age, children of 
ei Socioeconomic status often average 

to 0 points lower in I.Q. than children 
tom middle-class homes. Again, we inter- 
‘this fact in terms of the acquisition of 
ticular kinds of elements high in trans- 
tential. If learning depends upon à 
i chical system of prerequisite learning, 
` cumulative deficit is an inevitable out- 

of failure to incorporate certain 
; l elements at earlier stages of develop- 


mental Studies of Environmental 
mpoverishment and Enrichment 


Since drastic environmental manipula- 
ns are seldom possible with human sub: 
and since individuals reared naturally 
ly differing environments can rarely 
atched with respect to the genetic de- 


hy does the I.Q., or rate of acquisition, : 
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reasonable assumption that humans are at 
least as susceptible to environmental in- 
fluences as are the lower animals, this line 
of experimentation would seem to have 
great implications for understanding the 
role of environmental factors in human 
development. 

It has been found that rats reared in 
cages affording different amounts of visual 
experience performed differently in maze 
learning, the greater visual experience re- 
sulting in faster learning. Also, it has been 
observed that rats reared in small cages and 
rats blinded early in life were inferior in 
maze ability to those blinded later in life. 
Rats reared as pets in the home were 
superior in various learning situations to 
rats reared in laboratory cages; similarly, 
dogs reared as household pets were superior 
in learning ability to others reared in labo- 
ratory cages.* 

Perhaps the greatest advantage of animal 
experiments is that they permit direct 
investigations of the biochemical, physiol- 
ogic, and anatomic effects of early experi- 
ence. The extensive research of Bennett 
and associates® is most instructive in this 
respect. 

To summarize this fascinating research, 
we much go back some thirty years, when 
Edward C. Tolman, at the University of 
California, began breeding laboratory rats 
for "intelligence" as measured by maze- 
learning ability. This work, which was 
continued by Robert Tryon, consisted of 
inbreeding the fastest learners of each gen- 
eration and doing the same with the slow- 
est learners. By the eighth generation, 
Tryon found that the distributions of maze- 
learning scores of the “bright” and the 
"dull" groups showed practically no over- 
lap. In short, there resulted two quite 
distinct strains of rats in terms of maze- 
learning ability. Thus, it was established 
that a great deal of the variance in par- 
ticular types of intelligence in rats was 
genetically determined. The descendants 
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of these strains—now called “maze-bright” 
and "maze-dull"—are still serving as ex- 
perimental subjects in the psychology 
laboratories at Berkeley. 

Psychologists David Krech and Mark 
Rosenzweig, with the help of biochemist 
Edward Bennett, discovered in the 1950's 
that maze-bright and maze-dull animals 
differed in brain chemistry (involving re- 
lationships between acetylcholine, an agent 
in neural transmission in the central nerv- 
ous system, and cholinesterase, an enzyme 
that breaks down acetylcholine) and that, 
by beginning with initially unselected 
strains, it was possible through selective 
breeding, strictly on the basis of biochem- 
ical measures, to arrive again at strains 
differing in brain chemistry and in learn- 
ing ability. Thus, the relationship be- 
tween brain chemistry and learning ability 
appears to be established. 

From the viewpoint of our present con- 
cern, however, the most interesting aspect 
of this research came about when Krech 
and Rosenzweig, with their co-workers, be- 
gan to study the effects of enriched and 
impoverished environments on the behav- 
ioral and cerebral measures taken on their 
rats. A typical experiment involves rear- 
ing groups of rats that are litter mates—and 
thus genetically very similar—under three 
conditions of environmental complexity. 
The enriched environment consists of a 
fairly large box, with walls decorated with 
designs, containing ladders and runways, a 
small maze, and a few “toys” for the rats 
to play with. This luxurious environment 
is inhabited by about ten rats, so that each 
one has plenty of playmates. The normal 
environment consists of the usual labora- 
tory cages, with several rats to a cage and 
with some visual exposure to other cages 
and things in the laboratory. Rats in the 
"deprived" environment are confined alone 
in small cages, without visual access to the 
outside world, containing only the bare 

necessities of food and water. 
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At two or three months of age, the ni 
are tested for learning ability in a variety 
of maze and visual discrimination tasks, It 
turns out that the ability measures on each 
of the three groups are a direct function of 
the degree of environmental complexity, 
the rats reared in the enriched environ 
ment being the most able and the deprivel 
rats being the least able. 

The conditions of brain chemistry 
shown earlier to be correlated with leam- 
ing ability, follow the same pattern, the 
rats from the enriched environment agait 
showing the most favorable chemical com 
ditions and the deprived rats, the leat. 
favorable. Furthermore, anatomic elfedi 
have been observed. There is a significant 
increase in brain weight, concentrated if 
the cortical areas, as a function of envirot- 
mental complexity. The increase in oP 
tical tissue takes place only in those are) 
whose functions are affected by the envirom 
mental variables. For example, n 
blinded at birth reveal no differences, ast 
function of environmental complexity, 
the weight of the cortical tissue in 
visual areas of the brain, but there i$ * 
compensatory increase in the somaest 
areas of the cortex, and the degree of 
increase is affected by the environmen 
conditions, 

Can the behavioral and cerebral effects | 
of an early period in an impoverished & 
vironment be reversed by having the 
prived rats live in an enriched environment 
for a period of time? It has been f 7 
that the biochemical and morphologic, 
well as the behavioral, effects of á 
tion can be reversed or compensated, Bt 
least in part, by later exposure to an 
riched environment or to intensive 
on tasks similar to those used in 
the rats’ learning ability. Also, it has bef 
observed that the changes induced by 
enriched environment can be lost to 
extent if the rat is transferred to an 
poverished environment, although 
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mis are transferred to an enriched environ- 
ment. 

It is very likely that the magnitude of 
these effects is highly dependent upon the 
length of time the animal is subjected to 
the prior environment and the age at which 
the transfer to a different environment or 
the application of training takes place, In 
the above experiment the rats were exposed 
to the enriched or impoverished environ- 
ment for only 30 days before being placed 
in a changed environment. 

Differences in learning ability and in 
brain chemistry and morphology very sim- 
ilar to those produced by varying environ- 
mental complexity can be produced also 
by genetic selection carried out over sev- 
eral generations; and it appears that genetic 
factors can account for a larger proportion 
of the variance in the cerebral measures 
than can any degree of environmental 
Manipulation. The largest strain differ- 

| fncs that have been produced through 


elect is not nearly so great as the change 
that occurs when originally impoverished 
j 


‘elective breeding are some four or five 
as great as the largest differences pro- 
through rather extreme environ- 
Mental conditions. 
The great importance of this research, 
from the standpoint of our discussion, is 
it shows how profound environmental 
uences can be, Early environment ap- 
nd exerts its later effects not only 
"ncionally through the acquisition of 
cd habits, nor only through the gen- 
transfer of certain habits to other 
of behavior, but also through direct 
um LÁ morphologic changes in the 
Applying this body of research tenta- 
i to the human species would not 
m unreasonable so long as we do not 
upon any of the exact quantitative re- 
me ips reported. Obviously, we cannot 
9 Pate the difference between the great- 
p Possible extremes of rat environment, 
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in terms of the rat's capacity for being in- 
fluenced by its environment, with the differ- 
ence between the greatest environmental 
variation that can be created for humans. 
But it would seem that human psychologic 
development can be more greatly influ- 
enced by environmental factors than can 
the rat's development. Whereas rats reared 
at the extremes of environmental enrich- 
ment and impoverishment can be distin- 
guished only by special behavioral tests 
and subtle analyses of the chemistry and 
morphology of the brain, humans reared 
in extremely deprived or enriched environ- 
ments evince grossly conspicuous behav- 
ioral differences, 


Perceptual Learning 


The earliest forms of learning must take 
place without the benefit of transfer from 
prior learning. From the first days of life, 
the environment begins building its in- 
fluence into the central nervous system. 
Through the various sensory channels, the 
environment gradually gains control over 
the association areas of the brain. Most 
of this early learning is perceptual and at- 
tentional. 


Learning to see 

Perception, or the processes by which a 
person gets information from his surround- 
ings, develops through both maturation 
and learning. The learning aspect, how- 
ever, is generally not fi appreciated un- 
til we observe the later effects of early 
restriction of a single major sensory chan- 
nel The work of von and of Aus- 


went surgery for the removal of the catar- 
acts. these subjects’ eyes could 
then for the first time take in visual stimuli 
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and transmit them to the brain—for there 
was nothing wrong with the sensory chan- 
nel—they could not “see” the visual sens- 
ory input. They had to learn to do so, 
and the learning was not easy—except for 
movement, light intensity, and color, which 
apparently were readily perceived on first 
gaining sight. Form discrimination, size 
constancy, distance judgment, depth per- 
ception, perspective, figure-ground distinc- 
tions, and the like, all had to be ar- 
duously learned. That there was no 
deficiency in general capacity for learning 
was shown by the fact that many of these 
subjects, despite their blindness, had made 
excellent records in school. Yet, one such 
girl still had difficulty distinguishing be- 
tween two psychologists whom she met 
daily for over a month. To distinguish a 
triangle from a square, even the most in- 
telligent patients had painstakingly to 
count the corners. 

One of the most interesting deficiencies 
in these persons is a lack of what is called 
"thing constancy." "Thing constancy" re- 
fers to the process of recognizing an object 
as the same object under a variety of con- 
ditions of viewing. An automobile, for 
example, is immediately recognized by the 
normal person whether he sees it head-on, 
from the rear, or from the side, looks down 
on its top from a second-story window, or 
views it in the brightness of midday or the 
dimness of twilight. This is not so for 
the postoperative cataract patient. He 
must learn to recognize a car when viewed 
under a variety of conditions, For instance, 
one patient (a university graduate at the 
time his cataracts were removed) who had 
already learned visually to recognize auto- 
mobiles under most of the usual condi- 
tions, found that, when he viewed the 
street for the first time from a window 

several stories up, he failed at first to recog- 
nize the various moving shiny objects be- 
low; it was through a reasoning process, 
rather than a directly perceptual one, that 
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he was able to conclude that these shiny 
objects were automobiles. If we multiply | 
this experience at least a hundredfold, we 
will have some idea of the plight of von 
Senden’s patients when they first began try- 
ing to see after their cataracts were me 
moved. 

There are types of perceptual leaming 
that the normal person can still experienc 
as an adult. Laboratory assistants wh) 
work with monkeys, for instance, repon 
that at first all monkeys look so much alike 
that it is extremely difficult to tell them 
apart, and usually the cues used for doing 
so, when discriminations are required by 
necessity, are quite gross ones, such as gt 
eral size, hair color, or other outstanding 
markings. To experienced laboratory 
workers, however, monkeys look as diffe 
ent from one another as do humans. Bà 
can be recognized at a glance as a distind 
individual. This is perceptual learning 
the discriminative features become salient 

And so it is with many aspects of our d 
vironment. We sometimes wonder, fif 
example, how anyone can possibly j 
script like Arabic, which to us looks m 
or less like a lot of random squiggles. 
sample of Arabiclike writing is mee 
Figure 2, and it can safely be predi 
that, if we were asked to view these er 
ters briefly and then had to d 
them long enough to turn to the back Eus 
journal and pick the same chase “i 
among a set of, say, twenty, we woul hh 
likely make a poor showing. (Some Pai 
like this has been tried with college 
dents, and their performance was, M s 
poor) If instead, however, we wo i 
rotate the page ninety degrees and d 
the same figures, we would have comp uil 
tively little difficulty remembering |. 
identifying them among a set of ed 
larfigures. "The reasons are that e po 
latter viewpoint the figures look like 
files, we have already learned the d 
tive features of profiles, and those 


FIGURE 2 

ign letter-like figures which, 
in this position, are difficult 
nguish in a recall test. If the 
dis rotated 90 degrees, the figures 
de ly look more familiar and are 
er to discriminate and to remem- 


the figures by which they can be distin- 
ħed are obvious and striking at first 
ce. Also, when the figures are viewed 
way, verbal associations frequently 
ng to the subject's mind. There is 
Ich less tendency for verbal associations 
Y the figures are viewed as an unfa- 
T script. The sensory input is short- 
tited, so to speak, and results in little 
© associative ramification that can oc- 
"len. sensation engages a fully devel- 
Perceptual system. 
"broader type of perceptual learning 
what similar to “thing constancy” 
ists of acquiring associations among a 
uber of different sensory aspects of the 
: ' Object or event. As a result of such 
Mauons, rocks look hard, cotton looks 
ice looks cold and wet, a flame looks 
Candy looks sweet, lemons look sour, 
130 on. The various sensory qualities 
jects become blended into a kind of 
Y that gives the things of the world 
ubstance” and “reality.” 
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Motor aspects of perception 


The evidence also indicates that visual 
perceptual learning is by no means a 
strictly visual process, but has essential 
motor components! Tachistoscopic €x- 
periments show that form recognition in 
young children depends upon eye move- 
ments that “trace” the visual contours, but 
by adulthood such tracing movements be- 
come unnecessary for form recognition. 
Some Russian experiments? have shown 
that children of about three years of age 
can differentiate certain figures visually 
only after having traced the contours man- 
ually; the manual movements are followed 
by movements of looking, which in turn 
become reduced through repetition to the 
point where figure differentiation is in- 
stantaneous. Perhaps the most effective 
development of any perceptual process 
depends upon the simultaneous conver- 
gence or interplay of a variety of sources of 
sensory-motor activity. 


Attention 


The development of attention goes hand 
in hand with perceptual development and 
also depends upon learning. Attention re- 
fers to the orienting, selective, and. focus- 
ing aspects of perception; it is the accom- 
paniment of a sensory process by some 
central that screens, selects, and 
steers the sensory input. Thus, attentional 
ability, which is itself partly a result of 
learning, is an absolute prerequisite for 
most other forms of learning above the 
level of conditioned reflexes. It is inter- 
esting that Itard,* in his efforts to educate 
Victor, the so-called Wild Boy of Aveyron, 
discovered that he first had to teach him to 
pay attention to speech sounds—to dis- 
criminate them from. background noises— 
before he could begin to vo aeri oni 
derstand speech. It is equally imi 
to note that, whatever Victor's early back- 


ground might have been, his visual per | 
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ceptual learning had been far more ade- 
quate and had greater transfer to Itard's 
subsequent educational efforts than was 
the case for his prior auditory perceptual 
learning. It was actually easier for Victor 
to learn to understand printed words than 
to understand spoken words. 


The Major Hypothesis 


What has all this to do with social class? 

If there are marked differences between 
social classes in the kinds of sensory input 
afforded by the environment, it can be 
hypothesized that children from different 
social backgrounds will differ in their per- 
ceptual abilities. Such differences could 
have important consequences when chil- 
dren enter school and have to face all of the 
perceptual and attentional demands of 
primary education. 

This class of capabilities is referred to as 
"readiness," which is no longer thought of 
as largely a product of physical maturation. 
Once it was believed that, if a child lacked 
"readiness," all one had to do was wait for 
time to pass while some autonomous matu- 
rational process reached a certain level of 
development necessary for the child to learn 
the kinds of things for which he was said 
to need “readiness.” Now it is known that 
much of the "readiness" is a product of 
prior learning. And, as any primary 
teacher who has taught children from dif- 
ferent backgrounds knows, there are con- 
spicuous socialclass differences in “readi- 
ness." 

The greatest perceptual differences are 
probably those in the auditory mode. The 
speech of middle-class teachers is often 
hardly understandable to many children 
from lower social and economic back- 

grounds (and vice versa). Many such chil- 
dren also have not learned by school age 
to pay attention to verbal discourse for 
more than a few seconds at a time. One 
can question how much they Bet out of 
the kindergarten teacher's reading a story 
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to them that lasts five or ten minute, 
Learning to match speech sounds (pho- 
nemes) with letters and combinations of 
letters (graphemes) is a slow, frustrating 
process when both the sounds and the 
visual forms are difficult to discriminate 
Thus the child from a poor environment, 
who experiences greater difficulty in ac 
quiring the phoneme-grapheme connections 
that form the basis of reading skill, is 
handicapped in his schoolwork from the 
very start. y 

Many experienced teachers have testified | 
to this picture of social-class differences in 
kindergarten and first-grade children. Rele 
vant research, however, is still sketchy. The 
three major tasks of research on'this prob 
lem are: to establish the extent of, differ 
ences in visual and auditory perceptual 
abilities that exist as a function of: social 
class variables, and to determine the extent 
of such differences as a function of chrono: 
logic age; to discover the specific environ 
mental determinants of these differences 
and to find effective means for preventing. 
and remedying perceptual deficiencies. 


Perceptual ability in kindergarten 


A study by Covington ? gives some indi 
cation of the differences in visual pem 
tual ability that can exist at the time chil 
dren enter kindergarten. All of the chil 
dren in Covington's experiment were white, 
and the criterion for classification as "upper 
status” or “lower status” was far from a 
resenting the extremes of social class t s 
exist in Berkeley, where the study was E^ 
ducted. A child was classed as uppen i 
(U) if both parents had any college A 
ing and as lower-status (L) if both baci 
had no training beyond high school er 
ation. The children were divided ! 
treatment and control groups, so that 9 
were four groups of 18 subjects pm 
upperstatus treatment (UT) and pac d 
(UC), and lower-status treatment (LT) 
control (LC). 


st, scores on a visual discrimination 
test were obtained on all the children. In 
s the child had to look at an ab- 
siract form (designated as "standard") on 
the left side of the page and then find the 
same form among three similar forms at 
ght and mark it with a crayon. There 
30 such items. On each of the fol- 
13 consecutive school days the treat- 
"groups were shown each of the 30 
dard" forms projected on a screen for 
j^ 
onds; on each day the sequence of 
| was random. The children never 
saw the other forms from which the stand- 
i | forms had to be discriminated. The 
groups were treated in the same 
ES" that, instead of forms, they 
shown pictures of animals. All the 
“were told merely to look at the 
ı The experiment concluded with 
tion of the same discrimination test 
bed above. Table 1 shows the results. 
number of interesting points emerge 
‘these data. First, the upper- and 
status groups differed significantly in 
ptual discrimination ability on the 
est Then, as a result of repeated ex- 
to the standard forms, both upper- 
lower-status treatment groups showed 
ain in discrimination score, whereas the 
trol groups showed no appreciable gain. 
the gain as a result of the treatment 
€ lowerstatus group was significantly 
than that in the upper-status group, 


Pre-test 
Mean Sp* 
17.94 5.18 
12.88 6.21 
18.89 4.01 
10.94 6.82 
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so that on the post-test there was no ap- 
preciable difference between the upper- 
status and lower-status treatment groups. 

It appears that the upper-status children 
were near their maximal performance on 
this test on the first exposure and could 
therefore benefit very little from the treat- 
ment. (This does not mean that the test 
itself imposed a ceiling; the test still had 
plenty of room for the upper-status chil- 
dren to improve their performance if they 
could.) The lower-status children, on the 
other hand, did show a marked benefit 
from the additional perceptual experience 
provided by the treatment. It is important 
to note that the treatment consisted of 
nothing that would affect other aspects of 
the test, such as practice in manipulating 
the crayon or speed of attacking the task. 
The "training" was strictly perceptual, and 
perhaps attentional. The treatment did 
not consist of training the act of perceptual 
discrimination as such. It merely provided 
familiarity with the standard forms (one- 
third of all the forms) later encountered in 
the discrimination test, and clearly the 
lowerstatus children benefited most from 
this training. 

Though it has been concluded that nor- 
mally most aspects of perceptual develop- 
ment are well established by three or four 
years of age, and often earlier, it seems 
clear that at kindergarten age there are 
still rather large individual differences in 


TABLE 1 


Means and Standard Deviations of Number of Correct Discriminations 
for Four Experimental Conditions 


Gain in scores 


Post-test 
Mean sD Mean sD 
22.78 3.72 4.84 3.19 
21.88 5.82 9.00 38 
22.55 4.29 3.66 3.29 
12.22 7.37 1.28 2.42 
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perceptual ability that are associated to 
some degree with social-class factors. 


Results of perceptual deficiencies 


Socialclass differences in perception 
quite likely diminish or even disappear 
relatively early in life, though it seems 
probable that differences in auditory per- 
ception might persist a good deal longer 
than the differences in visual perception, 
| to the great disadvantage of the lower-status 
| child. The auditory perceptual system of 
the lower-status Southern Negro child who 
moves to New York or California, for ex- 
ample, is probably ill adapted to compre- 
hend the speech of his white, middle-class, 
first-grade teacher. Even if perceptual fac- 
, tors were of themselves no longer an im- 
| portant souce of individual differences be- 
| yond the age of seven or eight, the effects 
| of initial perceptual difficulties could per- 
| sist through the residue of early reading 
failure and retardation, with their bad 
emotional and motivational consequences. 


The outlook 


Ideally, the child's home environment 
' should provide optimal opportunity for 
the development of perceptual and other 
cognitive abilities in the early years of 
life. Unfortunately, not all children in our 
society are reared under conditions that 
even approach the optimal in terms of psy- 
chologic development. One socially sig- 
nificant result of this is the lowering of 
the educational potential of such children. 
A possible remedy, or at least a partial 
remedy, for the situation is some form of 
"compensatory" education in the preschool 
and early school years. 

Our knowledge of the psychology of 
learning indicates that beyond the first 
year or two of life most learning depends 
upon transfer from previously acquired 
habits and skills. To the extent that the 
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child does not acquire these “prerequisites” 
to each new stage of learning, he will be 
handicapped when confronted with ney 
learning tasks. The handicap will be most 
glaring, of course, when the child faces the 
task of school learning. 

The kinds of preventive and remedial 
measures that should prove effective in im- 
proving the educability of culturally de- 
prived children are already known ina 
general way. Further research will sharpen 
our knowledge in this area and thereby im 
prove the effectiveness of compensatory 
educational programs. The problem can 
be likened somewhat to that of preventing 
and remedying malnutrition. Mere quan | 
tity of food is not nearly so important as 
the proper balance of types of food and 
the inclusion in the diet of certain crucial 
elements such as vitamins and minerals 
For those living on an excellent diet there | 
need be little concern about these matters, | 
But, when malnutrition is in evidence, the 
most effective remedial action depends upon 
an exact pinpointing of specific dietary 
deficiencies. So it is also with psychologic | 
malnutrition. Research is now being fo 
cused on discovering the specific psychologic 
ingredients of environmental influences 
that make for the full development of the | 
child's intellectual potential. Experimental 
educational programs are looking for He 
ways of overcoming the deficiencies of chil 
dren whose preschool learning experiences 
have been far from ideal. 
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Field experiences in clinical 


psychology for non-clinicians 


A persistent theme voiced by psychologists 
in training conferences has been the need 
for sharing of experience by academic and 
field-based psychologists? At the Prince- 
ton Conference on Manpower and Psychol- 
ogy Training, June 13-15, 1962, it was 
suggested that academic and clinical depart- 
ments and services might exchange person- 
nel for brief periods and maintain reciproc- 
ity through consultantships and teaching 
appointments? The Corresponding Com- 
mittee of Fifty to the Executive Committee 
of the Division of Clinical Psychology of 
the American Psychological Association 4 
summed up the advantages of such arrange- 
ments in this way: 


Applied experience would seem to have consider- 
able merit; as a principle, Americans have always 
Dr. Roth is associate professor of psychology at 
Newark State College, Newark, N. J. Dr. Blank is 
associate professor of psychology at Rutgers Uni- 
versity, New Brunswick, N. J.; he was previously 
director of psychology training at the New Jersey 
Neuro-Psychiatric Institute, Princeton, N. J., where 
the field experiences in this paper took place. 


This paper was presented before the Eastern Psy- 
chological Association in Atlantic City, N. J., on 
April 23, 1965. 
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regarded experience as a great teacher. In esearch, 
the apprenticeship system has been recognized as 4 
best way of training for scientists . . . applied et 
perience should be considered as an integral patt 
of the curriculum for all students in psychology. 
If practical experiences were regarded by hc 
partments as important to the training ot all 2 
students, the need for university coordination, n 
pervision, and integration of these expe 
would quickly become apparent. With ihe px 
ing trends where (a) academic psychologists are E 
coming engaged in applied work outside the d 
partment, (b) independent practicum agencies E 
becoming desirous of less isolation, and (c) ae 
diverse kinds of practicum experiences are he 
it would seem appropriate to reconsider the nal E 
of the boundaries of the department and n i 
sponsibilities of the staff. If it were poss! a 
make the boundaries of the university departm! 
and the agencies more permeable, and the prey 
directors were both flexible and imaginative, in! 
esting involvements could result. 


Widespread interest in ways in M 
academic and clinical psychologists B 
come to understand one another's pro^ 
sional activities better can be RE 
because of developments within pri 
in recent years. Snow's5 essay on the 
cultures,” describing the growing 180 
of the sciences and the humanities 
one another in the modern world, prov" 


lation 


ted 
from 
ides 


ychologists with an unhappy analogy to 
ome of the dilemmas confronting the pro- 
jon. Snow's essay has relevance to the 
ion here in that, as the growth of 
alization proceeds within the ranks 
the difficulty of achieving adequate 
nication among psychologists in- 
es, the bifurcation between the clini- 
and others becomes painfully evident, 
‘misunderstanding and even animosity 
times impeding the search for mutually 
ficial solutions to the existing prob- 


. The knowledge of what an academic 
g is, what problems are dealt with best 


hic setting is the one psychologists 
know first, and one in which they 
a good deal of time and energy as a 
of their professional preparation, it 
ly remains the setting they know 
On the other hand, the non-clinical 
hologists, not usually having been af- 
the opportunity of exposure to clini- 
problems in clinical settings, may have 
incomplete and even inaccurate notion 
variables involved in clinical work in 


"he senior author, a university-based 
chologist, has recently had the oppor- 
ty to work for a summer in a clinical 
ng, the Psychology Service and Research 
ter of the New Jersey Neuro-Psychiatric 
tute. It proved to be so rewarding an 
lence that some rethinking seemed in 
"With respect to his previous biases 
ing the possibility of achieving an 
te understanding of clinical work 
training and work exclusively in 
C surroundings. The junior au- 
his role as a training director, was 
d with the similarity of these reac- 
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tions to those of other university or research 
psychologists, psychiatrists, and social work- 
ers who have taken advantage of field ex- 
periences. He has noted that short-term 
but "total impact" assignments for more 
mature mental health workers have pro- 
duced training results that approximate 
those of full-year interns. 

It seems clear to both authors that oppor- 
tunities for practice and observation in 
clinical settings would be beneficial for 
other basically academic psychologists, psy- 
chiatrists, and social workers who would 
like to have first-hand experience in clinical 
work. A model for such experience is pre- 
sented here in the expectation that the ar- 
rangement of such opportunities for non- 
clinical psychologists would add a new and 
richer dimension to the discussion of the 
common as well as the distinctive elements 
in various kinds of professional work in 
mental health. This particular model re- 
fers to the direct experience of the authors 
in the summer of 1964. 

Perhaps such experiences would provide 
one means of furthering a rapprochement 
in psychology's and other disciplines’ cur- 
rent problem of the danger of the emer- 
gence of at least “two cultures" within one 
profession. 


Model for Training: the Externship 


Let us consider a method by which ex- 
terns would devote concentrated time in a 
clinical setting observing and participating 
in the psychological work. 'The externs 
would be designated as visiting participant- 
observers in clinical psychology. They 
could plan their stay at the hospital, clinic, 
or other institution in a variety of ways. 
A summer period of five or six weeks of 
full-time work could be used for this pur- 
pose, or perhaps a ten- or twelve-week 
period of part-time work set up during the 
fall, winter, or spring. 

The senior author was able to become 
fairly well acquainted with the structure of 
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the institution in which he received his 
summer experience in three weeks of full- 
time work. By that time he had learned 
the names, ranks, and responsibilities of 
the staff. He had become familiar with 
procedures and schedules around which the 
activities of staff members were centered. 
Through contact with patients and their 
files, the aims of treatment and procedures 
for evaluating patient progress had been 
learned. 

The acquaintance with elements of the 
social structure of the environment proved 
indispensable in understanding the rela- 
tionships among various professional per- 
sonnel at the hospital (psychiatrists, psy- 
chologists, nurses, social workers, and 
others), as well as the relationships between 
the staff and the patients. Without such 
insight into social structure, elements that 
have more to do with the status enhance- 
ment of staff members than with the diag- 
nosis and treatment of patients may be 
insufficiently understood, 


its personnel and helped to familiarize him 
with the aims of the institution’s programs. 

General administrative arrangements are 
facilitated by the use of existing training 
facilities for clinical interns in planning 
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programs for the visiting participantob- 
servers. In the senior author's summer 
experience, the psychology department was 
able to use its intern program for immediate _ 
scheduling of attendance at staff confer 
ences, seminars, and treatment sessions, 
Modifications were introduced to suit the 
particular aims of the externship after 
activities based on the existing training 
program were begun. 

It should be noted that the particular 
experiences in the externship are focused 
on diagnosis, treatment, and research, As 
the formal training programs for clinical 
psychologists center around these areas 
(with stress on the value to interns of dir 
contacts with patients), the programs of the 
visiting participant-observers are most val: 
uable if opportunities for experience in { 
each of these aspects of clinical work are 
included! The following should be com ; 
sidered in working out a meaningful ex- 
perience: í | 

l. Selected readings to help orient the 
extern to clinical work. A few selected 
readings are indispensable to an e 
standing of the terminology, theories, an 
methods of clinical procedures. A reading 
list should be worked out that will pu 
the greatest contribution to a given indi 
vidual's program. / 

2. Uere at seminars on dis 
procedures. There are usually some P 
ing arrangements for in-service e 
(on. Rorschach, TAT, WAIS, figure pe 
ings, and other relevant procedures), whi i 
the externs would attend. Although € 
terns would not generally be ekparie 
in the details of scoring and inter p 
of the various psychologic techniques 4 à 
tests, they would benefit from the chance 
attend seminars on these ines 
They would be directed to readings in us 
test manuals and related literature ©’ P 
would be helpful in understanding wi 
essentials of test administration and in! 
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discussing basic and advanced points in- 
volved in the use of diagnostic procedures. 
Of particular value to the senior author 
- was the discussion of test data of patients 
- whom he had seen on the wards. The task 
- of integrating test data, interview material, 
and observations made by various staff 
members offered exciting and challenging 
opportunities to learn to “think clinically.” 
8. Reading and discussing reports from 
the files. One of the best ways of fostering 
an understanding of clinical psychology is 
careful reading of psychologic reports and 
study of the test data on which they are 
based. Small group meetings of visiting 
participant-observers are recommended at 
| Which the study of patient folders and the 
| 
l 


pretation, and they would observe clinicians 


formulation of a series of questions and 
comments based on these investigations 
would be pursued. A staff psychologist 
- Would then discuss these formulations with 
| the group. 
"Through such study, the externs can in- 
- Cease their acquaintance with the instru- 
| ments themselves, learn the art of report 
| Witing, and better understand the lives of 
the patients whose test productions form 
the basis of this method of personality 
Study, 
m P articipation, with appropriate super- 
En scoring tests. There are several 
EM cal psychologic tools that involve steps 
> toring that are easily learned. The 
Boum to engage in this work helps 
Em become acquainted with the 
their "dig and with the integration of 
ata into the psychologic report. 
nd objective tests involve routine scoring 
, rosado that, to the experienced 
E are somewhat of a chore; but they 
learn 4% opportunity for the extern to 
The e mponeni factors of the test. 
r PI is one instrument that could 
Using D and profiled by the externs. 
€ group form, the IBM answer 


sheets, and the hand-scoring keys and pro- 
file sheets, the extern would participate in 
the preparation of the material that gives 
a picture of the personality of the patient. 
Supervision would be important at the 
outset, to demonstrate the scoring routine 
and to observe and comment on practice 
scoring attempts by the externs. Interpre- 
tation of the profiles would be done during 
seminar sessions, after the externs had had 
an opportunity to do some of the suggested 
reading in the MMPI Handbook. 

The experience of scoring is more diffi- 
cult to arrange, but even here participation 
can be introduced. For example, with 
concentrated reading, the externs could be 
trained to take an administered and scored 
Rorschach record and to prepare the tabu- 
lation and scoring sheet and the psychogram 
and quantitative relationships on the 
Klopfer and Davidson Individual Record 
Blank. Thus, though the more intricate 
and demanding aspects of Rorschach work 
would be beyond the goals of this experi- 
ence, some participation would be pro- 
vided. 

The senior author remembers one partic- 
ipant in a Rorschach seminar who, without 
any prior acquaintance with the Rorschach, 
was able to gain considerable insight, 
within a six-week period, into the process 
of deriving hypotheses from the analysis of 
the psychogram and the quantitative rela- 
tionships. 

5. Observation at staff conferences. The 
complex issues involved in diagnosis, the 
planning of treatment programs, and the 
evaluation of progress of patients are best 
comprehended by attending staff confer- 
ences at which these issues are discussed and 
plans are formulated. Problems of adequate 
diagnosis, for instance, are understood 
through a process of observing the staff 
discuss a patient who has just been seen 
and questioned. 

Through such observation, the interac- 
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tion of psychiatrists, psychologists, nurses, 
social workers, and others on the staff can 
be studied. The challenge of achieving 
effective communication among workers in 
the mental health professions is seen with 
almost laboratory-like clarity at such meet- 
ings. 

6. Observation of treatment, when pos- 
sible. If there are one-way vision facilities 
in rooms in which group and/or individual 
psychotherapy is conducted, the externs can 
observe treatment in progress. Short con- 
ferences with the therapists after the ses- 
sions can be used for clarification and re- 
sponse to questions. Observation of other 
types of therapy can also be arranged: 
occupational therapy, recreational therapy, 
music therapy, art therapy, and so forth, 
Observation and discussion of the admin- 
istration of various types of physical ther- 
apy, such as electroconvulsive and drug 
therapy, are also beneficial. As part of all 
such arrangements, time for discussions 
between the therapists and the externs at 
the conclusion of each session should be 
made available. 

When milieu therapy is practiced at the 
institution, the extern should be introduced 
to this approach and encouraged to partic- 
ipate in maintaining an effective therapeu- 
tic community. 

7. Participation in the design and execu- 
tion of research. The short time in which 
the externs participate in this proposed 
program precludes their carrying out major 
research. However, opportunity may be 
made for short-term research during assign- 
ment to an institution. All should be 
encouraged to extend their association with 
colleagues at the institution through longer- 

range joint research programs. 

For the senior author, the end of the 
program proved most productive for the 
development of research plans. By that 
time, ideas based on his first impressions in 
the clinical setting had been modified 
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beneficially by the influence of th 
perspectives gained through pa 
in the field experience itself. 
8. Supervised contacts with p 
The cardinal feature of this field e: pe 
is interaction with patients. For a 
mum benefit from this aspect of th 
gram, there should be times whei 
externs can talk informally with, or j 
with, the patients. In day-rooms, f 
tion rooms, and the wards, wheneve 
sible there should be moments whe 
patient and the extern can attem] 
communicate with one another. TI 
couragement of the use of these opp 
ities by the externs should be part í 
aims of the supervising psychologists 
chance to discuss these. moments bol 
terms of phenomenologic description 
sonal reaction, and dynamic interp 
offers a rich source of growth in profess 
competence and self-awareness, pro 
adequate encouragement and supervi 
are given. Perhaps no other aspect 0 
field experience will be more rewa 
than the opportunity to attempt 
municate with patients, and then di 
with colleagues the significant aspec 
this communication. : 
* * * 

The model proposed indicates wa 
which the non-clinical psychologist : 
afforded a chance to absorb the a 
sphere" of work in a clinical setting. 
become involved with the problem 
patients. The difficulties and satis 
of clinical work and the usefulness ofe 
ing procedures—and also their 
nesses—are quite difficult to comm 
to those not in contact with the envi 
ment within which this work takes pi 
Through a limited clinical exp 
a more intense and meaningful d 
may be stimulated between colleagues! 
are trying to understand one anot 
frame of reference. Critiques of dimid 
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suggest that rationales for clinical judg- 
ments and actions are at times unclear 
and/or incomprehensible to non-clinicians 
and that fuzzy thinking often characterizes 
the development of clinical concepts. Field 
experience would provide an opportunity 
for observation and discussion of clinical 
modes of approach in the process of forma- 
tion. As the senior author learned, the 
dinical perspectives become more under- 
standable through participant observation 
in the milieu in which they have been 
created and for which they are designed. 

The numbers of visiting participant-ob- 
servers would naturally have to be limited 
by the facilities available and the time 
and interest of the staff clinical psycholo- 
gists who would be involved. Perhaps 
more important than numbers is the intra- 
professional good will that such ventures 
could generate even if implemented on 
only a small scale. 

It seems likely that, if we wish to further 
the development of psychology as a mature 
discipline, we must find ways of achieving 
a better understanding of one another's 
work and the theoretical grounds on which 
this work is founded. The present model 


is advanced as one possible step in this 
direction. 
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Many medical schools are now experiment- 
ing with programs that teach the “whole 
man" concept of medical practice. In this, 
|| Psychiatry and psychiatrists play a large 
. role. The medical student, when he be- 
comes a physician and one of the main 
caretakers of the community,* will fre- 
quently have contact with the mentally 
ill before the psychiatrist, psychologist, or 
social worker? and thus be important in 
the treatment and well-being of the mental 
| patient. The present study is concerned 
with the attitudes of medical students 
| toward psychiatry. 

Previous reports 5 15,29 haye described 
attitude changes associated. with education 
in mental health. These studies have fo- 
cused on changes in attitudes toward men- 
tal illness? in attitudes measured on 
scales ?? such as “Mental Hygiene Ideology" 
and “Interpersonal Etiology,” in empathy,?0 
and in attitudes toward comprehensive 
medical care! and family health pro- 
grams,?5 rather than on changes in attitudes 
toward psychiatry and/or psychiatrists. 


| 
| 
| 
| 
! 
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| Medical students’ attitudes towa 


Many of these studies reveal co| 
and inconsistent findings. Parker 1 
that medical students ranked psyd 
lowest among a group of medical spi 
ties. Heine 18 reported that 60 per ce 
his students were mildly or strongly 
tive in their attitudes toward psychiatr 
fore taking their senior program, and, 
more than 80 per cent were positive | 
they had completed the senior progi 
Hammond and Kern 16 used an adje 
check-list technique that required ea y 
dent to check adjectives that were ch 
teristic of “typical” psychiatrists. 
reported that there was little change i 
beginning to end of the senior year 
adjectives checked for each specialist. : 
nally?? found that high school stud 
after they had had a one-semester cours 
mental hygiene, perceived psychiat 
more efficient, relaxed, and “good. 

The present study had a threefo 
pose: (1) to measure medical students 
titudes toward various medical spe “a 
and specialists, with emphasis on psych! 
and psychiatrists; (2) to measure the 
ity in these attitudes following a psyc 
clerkship experience; and (3) to i 
into the possible sources of these atti 
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Subjects and Methods 


All 63 fourth-year medical students at the 
Stanford University Medical School were 
surveyed. These students spent their full 
time in an inpatient psychiatric service for 
three weeks. They were assigned to one 
of three teaching and research wards, in 

which they were expected to “work up” and 
follow several patients. In addition to par- 
ticipating in a ward's ongoing clinical, 
teaching, and research functions, they at- 
tended an intensive series of lectures, sem- 
inars, and supervisory sessions. ‘The pro- 
gram had been carefully planned, and the 
students were given generous amounts of 
faculty teaching time. (The program has 
since been expanded to five weeks.) 

Three different methods were used to 
evaluate attitudes: 

l Each student was asked to rank (in 
order of their attractiveness to him) eight 
medical specialties; dermatology, internal 
medicine, neurology, pathology, pediatrics, 
Psychiatry, radiology, and surgery. They 
Were asked to state the reasons for their 
first and last choices. 

2. Each student was given a list of 117 
adjectives and instructed to “Put a check 
ha in front of each adjective on the fol- 
owing page which you consider to be 

iptive of the ‘typical’ psychiatrist.” 

i did the same for the "typical" intern- 

à icd the "typical" surgeon. As with 

aer questionnaires, the student completed 
ih both on the first morning and on the 

4 afternoon of the clerkship. 

d b 15- to 20-minute interview was con- 
fle; With half the students at the com- 

n of the clerkship. "These students 
Eod in small group discussions 

Hi to their concerns about psychiatry, 

erkship, and other personal feelings; 

the interview was used, in part, to help 

E the effects of this procedure. Stu- 

cme evaluated the clerkship by dis- 
lie they believed were its strong 
points, by commenting on any of 


~ 
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its aspects, and by suggesting whatever 
changes they wished. They were also asked 
about their attitudes toward psychiatry and 
psychiatrists, and how, if at all, the clerk- 
ship had affected them. 


Results 


The mean ranking of the medical special- 
ties in order of attractiveness to the stu- 
dents was: 


Before clerkship After clerkship 
1. Internal medicine 1, Internal medicine 
2. Pediatrics 2, Pediatrics 
3. Surgery 3, Surgery 
4, Neurology 4, Psychiatry 
5, Psychiatry 5. Neurology 
6. Radiology 6. Radiology 
7. Dermatology 7. Dermatology 
8. Pathology 8. Pathology 


It is clear that this remained basically 
stable, although there was a slight but 
statistically significant 9? change in the rank- 
ing of psychiatry. 

The most important aspect of the analy- 
sis of the adjective checklist was the con- 
cept of the three medical specialists held by 
the students upon entering the clerkship. 
"To determine what differences existed in 
the students' concepts of three specialists, 
each adjective was analyzed separately to 
see whether there was a significant difference 
between any two of the specialists. (Statis- 
tical significance was evaluated by means of 
a two-tailed binomial test.??) The dif- 
ferences in the students’ views of these 
“typical” specialists were very extensive. 

To make logical and comprehensive sense 
of these differences, we have divided the ad- 
jectives into three categories. "The first 
category, labeled “general competence,” 
was defined by such adjectives as alert, clear- 
thinking, efficient, enterprising, logical, 
methodical, organized, practical, precise, 
rational, realistic, insightful, deliberate, de- 
termined, resourceful, and thorough. The 
second category, labeled "style of relating," 
was defined by such adjectives as easy-going, 
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mannerly, pleasant, informal, leisurely, 
mild, patient, praising, co-operative, gentle, 
helpful, sympathetic, tactful, tolerant, and 
understanding, on the one hand, and force- 
ful, aggressive, arrogant, assertive, auto- 
cratic, bossy, and dominant, on the other. 
The third category, labeled “personal char- 
acteristics,” included adjectives that re- 
ferred to personal traits and qualities not 
covered in either of the other two cate- 
gories. Among the adjectives in this cate- 
gory were conservative, conventional, 
stable, self-confident, masculine, strong, ad- 
venturous, individualistic, complicated, de- 
fensive, idealistic, reflective, sensitive, and 
egotistical, 

These admittedly arbitrary categories 
were devised simply to make it easier to 
comprehend the data. Through these 
groupings, we could compare students’ con- 
ceptions of psychiatrists, internists, and 
surgeons. ‘The results of these compari- 
sons are in Tables 1 and 2. Table 1 indi- 
cates that internists were seen as much 
more competent, whereas psychiatrists were 
seen as people with whom it was easier to 
form relationships. The adjectives most 
typical of the internist (both before and 
after clerkship) were conventional, con- 
servative, self-confident, stable, energetic, 
hurried, and impatient. Those listed as 
most typical of the psychiatrist were adven- 
turous, complicated, emotional, idealistic, 
sensitive, tolerant, and unconventional. 

The changes that occurred during the 
clerkship are interesting. In general, the 
internists were seen as even more com- 
petent after the clerkship (the additional 
adjectives that significantly distinguished 
them from psychiatrists were capable, de- 
liberate, responsible, and thorough), and 
as even more difficult to establish a re- 
lationship with (the additional adjectives 
that significantly distinguished them from 

psychiatrists in this category were aggres- 
sive, arrogant, assertive, autocratic, and 
dominant). The psychiatrists, on the 
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other hand, became even more pleasant, 


sympathetic, and understanding. The 
students’ initial attitudes toward these two 
specialists (in these two areas of function- 
ing) appeared to have been strengthened 
by their actual experience with psychia- 
trists during the clerkship. 

The students' initial opinions with re 
spect to other characteristics differentiating 
the specialists were also strengthened. In- 
ternists increased in dimensions already 
characterizing them, e.g., after the clerk 
ship they were seen, in addition to being 


self-confident and stable, as being more | 


determined, masculine, strong, and pol 
ished. 

The differences the students visualized 
between psychiatrists and surgeons were 


similar to, but greater than, those they per | 


ceived between psychiatrists and internists. 
Table 2 indicates that surgeons were seen 
both as more competent and as establish: 
ing a considerably different interpersonal 
relationship (arrogant, assertive, autocratie, 
and bossy) than psychiatrists (mild, le 
surely, patient, pleasant, and praisin ‘i 
The personal characteristics of the tWo 
specialists were also seen differently. i 
geons were perceived as different from ps 
chiatrists in many of the same qualities m 


which internists had been listed as E. 
ent. Surgeons were seen as more CO | 


servative, conventional, energetic, hurried, 
impatient, self-confident, stable, e 
and masculine. They were seen as i 
complicated, idealistic, sensitive, and i 
erant. Some adjectives differentiated " i 
geons from psychiatrists that had not ‘ ty 
ferentiated internists from phe 
Surgeons were seen as opportunistic, T 
ionated, sarcastic, and stubborn, ka | 
psychiatrists were thought of as UM 
ing, curious, adaptable, calm, obliging 
sincere. 

These differences were generally s 
although there were some slight chan d 
following the clerkship. For examp 


| 


] 
i 
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“after the clerkship surgeons were seen as changes in attitudes toward psychiatrists 
"wen more capable, dependable, and or- during the clerkship. Table 3 shows that 
ganized, and psychiatrists, as even more psychiatrists were perceived as slightly 
appreciative, considerate, and kind. more competent after the clerkship; how- 
A few adjectives revealed significant ever, the other two specialists increased 


TABLE 1 
Adjectives significantly differentiating psychiatrists and internists 


Psychiatrists seen as more— 
than internists 


Psychiatrists seen as less— 
than internists 


Before After Before After 
clerkship clerkship clerkship clerkship 
General competence General competence 0 0 
Alert * ” FE 
Clear-thinking . * Sui etre n " 
Dependable * "m eid A = 
Efficient * ” aes d oe 
m sing i Patient 7 ed se 
cal es * 
Methodical ** m Relaxed : m 
Organized 2d X Pleasant i m n 
Practical + + Sympathetic ray i 
Precise e ys Understanding = 
Rational s * Personal characteristics 
Realistic oe + ‘Adventurous . on 
Capable bas + Complicated m 
Deliberate E »* Emotional . 
Responsible = * Idealistic + „ 
Thorough uw m Sensitive m 
> t 7” Lid 
ri "T kd v ah 
gressive rt 
Arrogant P Changeable a 
Assertive hy "^ Progressive 
Autocratic ae E 
Dominant a * 


E EE EE EE 
Personal characteristics 


Conservative ** ** 
Conventional * * 
Energetic ** ae 
Hurried T P 
Impatient m m 
Self-confident * oe 
Stable ** oe 
Determined - * 
Egotistical rad E 
Masculine Em . 
Polished we "5 
Rigid zx : 
Strong us . 


«t Means P less than 0.05. 
— feats P less than 0.01. 
Indicates no statistically significant difference. 
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TABLE 2 
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Adjectives significantly differentiating psychiatrists and surgeons 


Psychiatrists seen as more— 


Psychiatrists seen as less— 
than surgeons 


General competence 
Deliberate 
Efficient 
Enterprising 
Methodical 
Practical 
Precise 
Thorough 
Capable 
Dependable 
Organized 


Style of relating 
Aggressive 
Arrogant 
Assertive 
Autocratic 
Bossy 
Dominant 
Cold 


Personal characteristics 
Adventurous 
Determined 
Egotistical 
Energetic 
Forceful 
Hurried 
Impatient 
Impulsive 
Irritable 
Masculine 
Opinionated 
Sarcastic 
Self-confident 
Stable 
Strong 
Tense 
Conservative 

Conventional 
Opportunistic 
Rigid 
Stubborn 


* means P less than 0.05. 
** means P less than 0.01. 


Before 
clerkship 


After 
clerkship 


** 


— indicates no statistically significant difference. 


than surgeons 


|] AAA 


General competence 
Insightful 


Before 
clerkship 


After 
clerkship 


ee Ee ee 


Style of relating 
Co-operative 
Gentle 
Helpful 
Informal 
Leisurely 
Mannerly 
Mild 
Patient 
Pleasant 
Praising 
Sympathetic 
Understanding 
Tactful 
Warm 
Appreciative 
Considerate 
Kind 


D 
LI 
** 
. 
+ 


f OR . 


Personal characteristics 
Complicated 
Curious 
Fair-minded 
Idealistic 
Reflective 
Sensitive 
Tolerant 
Unassuming 
Unconventional 
Adaptable 
Calm 
Obliging 
Relaxed 
Sincere 
"Tempermental 


+ 
- 
Po 
» 
+ 
I 
„ 
** 
. 
Ust 
ae 
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jn this category, so that (in re- 
other specialists) psychiatrists 
as slightly less competent than 
en before the clerkship. The 
ges were in the students’ per- 
f the style of relationships that 
form. Not only were the psy- 
er the clerkship, seen as more 
friendly, gentle, and informal, 
e also perceived as being more 
ve, calm, humorous, and relaxed. 
students showed the most atti- 
es in that category, “style of 
in which they had already ini- 
ed psychiatrists as most pro- 


test change with respect to in- 
the other hand, was in the 
competence” category, in which 
“seen as more clear-thinking, de- 


rkship, psychiatrist was rated as less— 
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liberate, foresighted, insightful, planful, 
practical, rational, and thorough after the 
clerkship. There were practically no sig- 
nificant changes in attitudes toward sur- 
geons following the clerkship. 

Interviews strongly supported the results 
obtained from both the adjective check- 
list and the ranking of specialties. The 
students were favorably impressed with the 
realistic approach they felt had been uti- 
lized in relation to the didactic instruction. 
They strongly emphasized what they con- 
sidered the relaxed, informal, pleasant, 
natural, and friendly relationships they 
had had with the psychiatric faculty. 
There were also other generally favorable 
responses about psychiatry and psychi- 
atrists, which supported the results indi- 
cated by the slight increase in the order 
of rank of attractiveness of psychiatry. 


TABLE 3 


| Adjectives showing significant changes in view regarding 
psychiatrists following clerkship 


After clerkship, psychiatrist was rated as more— 


General competence 
*  Clear-thinking 
* Rational 
** Realistic 
Style of relating 
*  Considerate 
Friendly 
* Gentle 
* Helpful 
* Informal 
* Kind 
*» — Natural 
» Pleasant 
* . Reserved 
se — Understanding 
Personal characteristics 
** Appreciative 
.* Calm 
* Changeable 
*» Humorous 
** — Relaxed 
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Comment 


Medical students' concepts of psychia- 
trists were very different from their concepts 
of internists or surgeons. Both their rank- 
ing of the attractiveness of eight medical 
specialties and their perceptions of three 
medical specialists remained basically 
stable during a short psychiatric clerkship. 

In this study psychiatry was ranked fifth 
in attractiveness before the clerkship and 
fourth afterward. Parker? has reported 
that students ranked psychiatry lowest in 
a group of medical specialties. In Merton, 
Bloom, and Rogoff's study *8 students were 
asked to rank specialties in terms of rela- 
tive prestige that might be “assigned to 
medical fields by the profession of medi- 
cine.” Psychiatrists were ranked lowest 
(seventh) in every case, This ranking 
would not necessarily be subject to change 
through medical training, since it was an 
evaluation of the relative prestige granted 
by the profession at large, not of the rela- 
tive prestige granted by the individual stu- 
dent. First-year students perceived this 
relative prestige in the same way as fourth- 
year students. That psychiatry was ranked 
lowest in both the above studies is con- 
sistent with the fact that it was ranked 
fifth in attractiveness in the present study, 
inasmuch as the specialty selections ranked 
sixth, seventh, and eighth (radiology, der- 
matology, and pathology) were choices not 
given in the other two studies, 

The differences in the students’ percep- 
tions of typical practitioners in the three 
medical specialties were highly significant. 
Psychiatrists were perceived as the easiest 
to relate with but the lowest in general 
competence. In addition, there was a 
somewhat greater differentiation in these 
two major categories between psychiatrists 
and the other two specialists after, than 

before, the clerkship, If psychiatrists were 
seen as relatively warm in their relation- 
ships but relatively low in competence be- 
fore the psychiatric clerkship, they were 


with preformed concepts of what 
atrists would be like; and their acti 


the accuracy of their original views. — 

These conclusions apply not only to the 
“general competence" and "style of 
ing" categories, but also to the "p 
characteristics" category. Psychiatrists 
perceived as possessing very different. 


or surgeons. The few adjectives 
showed changes after the clerkship 
tended to strengthen the original di 
ences. 

Are these results consistent with those of 
other, comparable studies? Nunnall 
summarizing changes in conceptions 
psychiatrists held by students in 
school and college during courses in m 
tal hygiene, found that psychiatrists ¥ 
seen as wiser, stronger, warmer, safer, hi 
pier, more relaxed, and more sincere 
valuable after the courses. Nunnally no 
changes not only in items reflecting E 
of relating" but also in some items ref 
ing "general competence." These chan 
occurred even though the students ii 
courses had little or no personal com 
with psychiatrists. 

Hammond and Kern! compared v 
dents’ perceptions of the same three typical 
specialists with the important difference 
that they labeled one “internist/ped 
trician" rather than “internist.” TI 
found a high degree of consistency in these 
conceptions among senior medical stl 
dents from the beginning to the end o! 
their senior year. i 

The adjective differences that 
mond and Kern 16 found among the th 
Specialists were both similar to and di 
ent from those reported here. In the 
study, adjectives reflecting general com 
petence (e.g, organized, precise, de 
able, practical and thorough) that 4 
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differentiate among specialists at the be- 
ginning of the senior year did not dif- 
ferentiate among them at the end of the 
year. The style of relating category served 
to differentiate strongly between the typical 
surgeon and the internist / pediatrician, but 
not between either of these two specialists 
and psychiatrists. Surgeons, as in the pres- 
ent study, were seen as more aggressive, 
arrogant, assertive, and egotistical; but, in 
contrast to the present study, it was the 
internist/pediatrician rather than the psy- 
chiatrist who was seen as more sincere, 
imd pleasant, calm, patient, and gen- 
le. 

These variances may be due to any num- 
ber of differences between the studies. 
First, pediatricians were not included in 
the present study. Second, Hammond and 
Kern 16 listed only adjectives characteriz- 
ing one specialist more than each of the 
Other two—that is, even if surgeons were 
seen as significantly more dependable than 
Psychiatrists, this adjective would not be 
listed in Hammond and Kern’s table unless 
surgeons were also seen as significantly more 
dependable than internists. Third, both 
faculty attitudes toward, and students’ ex- 
Petiences with, different specialists and 
specialties may have been different in the 
two studies. 

Only a few adjectives in the Hammond 
E study actually characterized psy- 
hg Most. of these adjectives (e.g 
Bi. © emotional, temperamental, re- 
iori, complicated, idealistic, changeable, 
RIA uin and sensitive) also charac- 
tires the em in this study. These adjec- 
acteristi n, may reflect some general char- 
Viewed S of psychiatrists, at least as 
school y students of different medical 

s. 
5 8 the possible sources of the at- 
Eiichi ese medical students hold toward 
iis try and psychiatrists? Merton et 
ave indicated that faculty attitudes 
d specialties may be accurately per- 
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ceived by medical students even in the first 
year of medical school. Faculty attitudes 
naturally affect students’ developing atti- 
tudes. 

Students’ attitudes may also derive 
largely from an accurate perception of the 
characteristics of psychiatrists. In this 
connection, there is a body of literature on 
the characteristics thought to be important 
in effective psychiatrists. Holt and Lu- 
borsky,!® in reviewing this literature, have 
stated: 

The great bulk of relevant published and unpub- 
lished discussion of personality qualities in selection 
(of residents) focuses not on psychiatry generally 
but on psychotherapy and particularly psychoanaly- 
sis. There was the implicit assumption that if a 
man was fit to be a therapist, he was almost a 
fortiori qualified to be a good psychiatrist. 


In their summary of expert opinion on 
the personality requisites for psychiatrists 
and/or psychotherapists, these authors 1° 
list only nine items that fall into the cate- 
gory of general competence as it is used in 
this study. But they list 35 items that 
apply to the style of relating or to impor- 
tant inner-personal traits. 

Some of the relevant “style of relating” 
qualities suggested by various experts as 
being characteristic of effective psychia- 
trists and/or psychotherapists include: abil- 
ity to relate to others positively and con- 
structively,» 18 21,38,87 ability to work 
harmoniously with colleagues," 22 capacity 
to attract friendships,” ?5 ability to listen 
well, 82 ability to win confidence,® ca- 
pacity for understanding, empathy, and/or 
intuitiveness,?® 17. 2% 85, 96 warmth, kind- 
ness, and benevolence,?2 31, 36, 87 tact? and 
spontaneity.9? 

Menninger? has stated, "The psychi- 
atrist as a person is more important than 
the psychiatrist as a technician or scientist. 
What he is has more effect upon his pa- 
tients than anything he does.” This em- 
phasizes style of relating rather than qual- 
ities of general competence. A similar 
emphasis is also seen in the work of Fied- 
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ler %8 and Rogers? 3t who, among others, 
have concluded that "style of relating" 
variables are of crucial importance in psy- 
chotherapy. 

"There is some evidence that it is the psy- 
chiatric residents who have the above 
listed "style of relating" qualities who are 
most likely to finish their residencies and 
become psychiatrists. In Holt and Lubor- 
Sky's study,!? for example, 28 of 28 good 
residents were rated as having an adequate 
amount of "sensitivity," but only 4 of 18 
poor residents were so rated. Whereas 20 
(of 20) of the good residents were rated as 
having good relationships with patients, 
only 5 (of 16) of the poor residents were so 
rated. Finally, whereas 19 of 21 of the 
better residents were rated as being 
warm, only 7 of 13 poor residents were so 
rated, These “style of relating” variables 
were among the most important charac- 
teristics differentiating between the good 
and the poor residents, 

lt seems clear that “style of relating” 
qualities are considered of prime impor- 
tance in the effectiveness of psychiatrists 
and/or Psychotherapists, that residents 
rated as superior are also classed as 
more proficient in forming relationships 
than are residents rated as inferior. “Style 
of relating” qualities are considered of 
critical importance in Psychotherapy. Psy- 
chiatric experts, in discussing qualities im- 
portant in psychiatrists and/or psycho- 
therapists, have not emphasized qualities 
of general competence to nearly the same 
extent as "style of relating" qualities, 

Assuming, then, that psychiatrists have 
been selected according to these experts’ 
criteria (and there is some evidence that 
this is true), it follows that the medical 
students’ original perceptions of psychia- 
trists may, to a large extent, be accurate, 
The same conclusion would hold for the 

students' changes in their perceptions of 
psychiatrists, which were largely centered 
around "style of relating" qualities. 
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'These conclusions also apply to the ad. 
jectives describing personal characteristics, 
For example, experts suggest that effective 
psychiatrists and/or psychotherapists 
should be sensitive, 1 13, 14, 81, 33, 84, 87 toler- 
ant,*+ 87 and independent of conventional 
values0 35 and that they should have 
a rich background of human experi 
ence," 27,87,86 Tt is these qualities that are 
emphasized, rather than the need to be 
strong, forceful, masculine, and stable, 
Again, it appears that the medical stu- 
dents’ perceptions of psychiatrists were 
similar to experts’ criteria for effective psy: | 
chiatrists. 

One might conclude, therefore, that the 
students entered the clerkship with par 
ticular conceptions of psychiatrists, that 
their clerkship experiences generally served 
to strengthen these original conceptions, 
and that the students were accurately per 
ceiving the psychiatrists’ qualities. lt fol- 
lows (since students still rank psychiatry as 
low in attractiveness) that general com 
petence and the qualities of boldness, 
strength, masculinity, and self-confidence 
are (in a professional context) much mote 
highly valued by medical students (tint 
style of relating or complexity, sensitivity, 
tolerance, idealism, and unconventionality: 
The major sources of medical students 
negative evaluations of psychiatry, E 
may be generally accurate perceptions © 
the personal characteristics of py 
against the background of a situation (me 
ical school training) in which those very 
characteristics are devaluated in favor o 
other characteristics considered more crit 
cal or important. E AN 

The psychiatric experts’ delineation 
the requisite qualities of piychothn 
has been incorporated into the gene 
culture, e.g., into magazine articles, um 
Pictures, and television programs. e 
School and college students become aW Ü 
of this image and probably carry it ae 
medical school with them. It would 
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ive to study further the attitudes 
different medical specialties that 
have when they enter medical 


le aspects of the students’ image of 
trists may suffer from a confusion 
e subject matter being studied with 
son who is studying it. For ex- 
the use of descriptive words like 
onal" and "changeable" may be re- 
[more to the subject matter under 
to the personal characteristics 
hiatrists. 
generality of the results of this 
may be limited by several factors, 
g them the nature of the clinical psy- 
service (e.g., chronic patients), the 
idosyncratic characteristics of key 
üs in this one specific service, and the 
cular subcultures from which the stu- 
t Were drawn. Nevertheless, some 
relevant to psychiatric teaching 
sted. Perhaps students should be 
plicitly that style of relating is an 
nt factor in competence not only 
atry, but also (albeit to a lesser 
) in other medical fields. On the 
nd, psychiatrists might reconsider 
ative lack of emphasis they put on 
ects of competence. 
results and speculations raise 
i portant questions. What effect 
nts attitudes toward psychiatry 
Ychiatrists have on their readiness 
nse of competence to deal with the 
tric aspects of medical practice? A 
“question is how attitudes about 
or psychiatrists affect the phy- 
andling and/or referral of the pa- 
sees in his practice. Other ques- 
ude how strongly the medical 
Beneral attitude toward medical 
S influences attitude changes in 
What the relationship is between. 
experiences in psychiatry and at- 
? Bes; and to what extent the 
3 changes that do occur during a 
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psychiatric clerkship are stable over time. 

Further studies of students’ attitudes 
toward various specialties might include, 
in addition to the check list and rating 
methods utilized here, estimates of how 
much one can do for patients in each 
specialty, how scientific the orientation is 
in each, the action-orientation in each 
field, and the income potential in each 
specialty. Views on these factors are 
likely to be strongly influential in deter- 
mining general attitudes about a specialty. 


Summary 


Sixty-three fourth-year medical students 
were tested before and after their psychi- 
atric clerkship. Each was asked to rank 
various medical specialties in the order of 
attractiveness to him and to check from a 
list of 117 adjectives those descriptive of 
the “typical” psychiatrist, internist, and 
surgeon. 

Psychiatrists were perceived as forming 
better relationships than either internists 
or surgeons—i.e., they were seen as being 
significantly more co-operative, gentle, 
helpful, mild, patient, pleasant, sympa- 
thetic, tactful, understanding, warm, and 
considerate—but as being low in general 
competence—i.e., internists and surgeons 
were perceived as significantly more de- 
liberate, efficient, enterprising, methodical, 
practical, precise, thorough, realistic, cap- 
able, organized, and dependable. A re- 
view of the literature on the characteristics 
recommended for selection of psychiatric 
residents, those of successful as opposed to 
unsuccessful psychiatric residents, and 
those most often mentioned and discussed 
as personal qualities of effective psychia- 
trists revealed that much more emphasis 
is placed on the importance of variables in 
style of relating than on those reflecting 
general competence. 

It was concluded that medical students 
had well-formed stereotypes of psychia- 
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trists before entering the psychiatric clerk- 
ship, that these stereotypes were strength- 
ened during the clerkship (as shown by 
changes in an adjective check-list following 
the clerkship), and that the stereotypes 
were probably largely accurate, at least 
insofar as the recommended personal char- 
acteristics of effective psychiatrists were 
concerned. 


| 


MOOS AND "m 


| 


4 bibliographic listing of 40 citations appears in 
the authors’ reprints. 
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The relationship of social structure to per- 
Xmality is well documented. Parsons, 
pos and Merton ! have all commented 
d BP cations of this relationship for 
Pon i within complex organizations. 
Eu as found that variations in key 
e ional characteristics within any 
Nuiation. organization are associated with 
ES s in the attitudes and behavior 
am S that participants direct toward 
j Other, 
Em investigation was conducted 
ient of e impact of the mode of recruit- 
Dus Eos on the attitudes of treat- 
lypes of h toward them in three different 
‘ae ospital setting. 
oe a mental hospital represents 
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bation, D career, In an earlier investi- 
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Patient entry patterns in varied 
psychiatric settings 


variables associated with a patient's entry 
into the mental hospital that were believed 
to have important implications for the re- 
lationships established between patients 
and staff members. These two variables 
were labeled the “legalistic definition” 
attached to the patient’s mode of entry 
(ie, whether entry was voluntary or in- 
voluntary) and the “source of treatment 
decision” that led to the patient's being 
brought to the hospital (i.e., whether from 
within a primary group or from some out- 
side secondary group, such as a social wel- 
fare agency or a community court). It 
seemed that these two variables were use- 
ful for diagnosis and therapy, since they 
communicated to the staff the degree to 
which patients might be expected to ad- 
here to the psychiatric definition of illness 
and attitudes. Voluntary entry (i.e., a de- 
cision for treatment arrived at in the pri- 
mary group) indicated that the patients 
were receptive to the hospital’s values and 
definitions of illness and treatment. Pa- 
tients who entered involuntarily came as 
the result of a decision reached by a sec- 
ondary group, such as the local court. This 
implied that they had not accepted the 
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fact of their illness and that they did not 
want to enter the hospital for treatment. 

Preliminary surveys suggested that lack 
of adherence to the hospital's definition of 
illness led to unfavorable attitudes toward 
patients. This seemed to be because such 
patients were perceived as failing to facili- 
tate the staff's attainment of the treatment 
goal5 Our earlier investigation (in a uni- 
versity-affiliated psychiatric hospital) dem- 
onstrated that this relationship was not 
limited to medical settings. Psychiatric 
patients who indicated by their legal entry 
status (not committed) that they had ac- 
cepted the psychiatric definition of illness 
were regarded high in personal attractive- 
ness and conformity. The effects of the 
referral source were less pronounced. The 
implications of mode of entry in other 
types of psychiatric settings had not yet 
been determined. This paper reports on 
the extent to which the referral source and 
the legal status accorded a patient in- 
fluenced staff perceptions in two additional 
psychiatric hospitals, 


Method 


All three of the Midwestern hospitals 
had, as a primary function, the treatment of 
mental illness. However, the relative em- 
phases and orientations toward this goal 
varied considerably. The kind and inten- 
sity of therapy ranged from an emphasis 
on frequent and intensive individual psy- 
chotherapy in the university hospital, 
through occasional individual and group 
therapy in a Veterans Administration hos- 
pital, to almost no individual or group 
therapy in a state hospital. Research was 
a primary function only in the university 
hospital. The teaching function of the 
university hospital served five different 
disciplines: psychiatry, nursing, social 
work, psychology, and sociology. Teach- 
ing in the Veterans Administration hospi- 
tal was limited to psychiatric residents and 
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psychology trainees. Neither teaching nor — 
research was a major function in the state 
hospital, although occasionally small num: .— 
bers of student nurses worked there for —— | 
short periods. The university and Veter- 
ans Administration hospitals kept their pa- 
tients for only about 60 days. A small 
proportion of the patient population in | 
the state hospital was released within a < 
60-day period, but the average length otl É 
stay was longer. The state hospital was 
the permanent residence for many of the 
patients. 


Lh 


Experimental design and procedure 


A questionnaire was given to nurses and 
aides in the three hospitals. It said that 
we wished to inquire about a patient ad- 
mitted for the first time to their hospital. 1 
The hypothetical patient was described as 
a 85-year-old male with a tentative diag- 
nosis of paranoid schizophrenia. The 
questionnaire gave the following brief ac- 
count of routes taken by patients to men- 
tal hospitals. 


Patients enter mental hospitals with one of two 
possible legal standings: (1) voluntary, ie, not 
committed, or (2) involuntary, i.e., committed. Pa- 
tients are referred to hospitals in two general ways: 
(1) through the decision of the patients themselves 
and/or the family, or (2) through the decision 
of some community agency or institution, such a8 
the courts or social welfare agencies. 


The introductory material on all ques 
tionnaires was identical. Content differed 
only in that the hypothetical patient was 
presented as having arrived at the hospital 
through various pathways. As there were 
two modes of entry, each of which could 
be varied in two ways, four separate path- 
ways could be described: (1) voluntary en- 
try—self and/or family referral; (2) invol- 
untary entry—family referral; (3) volun- 
tary entry—community agency and/or 
court referral; (4) involuntary entry—com 
munity agency and/or court referral. The 
specific entry presentation received by any 
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one respondent was determined by random 
assignment. 


Measuring instrument * 


One index of personal attractiveness is 
the extent to which desirable characteris- 


*Information along several other lines was also 
collected from each respondent, A conformity in- 
strument was designed to tap the anticipated ad- 
herence of the patient to specific hospital rules and 
informal regulations governing association in closed 
communities. A control instrument consisted of 
several statements pertaining to the extent of 
custodial restraint regarded necessary to assure ad- 
herence to appropriate patient role behavior. One 
statement (concession) was framed to appraise the 
degree to which the staff would extend special 
privileges to the "patient; and a prognosis was 
given for the patient by each respondent. 

The outcomes of analyses on the "conformity" 
scores by hospital paralleled almost identically the 
results presented in this paper. However, the cor- 
relations (in each hospital and within experimental 
treatment conditions) between “personal attractive- 
ness” and “conformity” were generally small and 
inconsistent in direction, One possible explanation 
is that some respondents may have been sensitized 
to respond to global cues whereas others may have 
been sensitized to specific actions. Analyses con- 
ducted by roles and various background character- 
istics of respondents have not helped to explain 
this finding. An elaboration of these results will 
be presented in a manuscript now in preparation. 

Analyses were conducted to determine whether 
the effects of mode of entry were associated with 
characteristics of the inpatient unit on which 
respondents worked. Comparisons of possible dis- 
tinctions (i.e. open versus closed units, male versus 
female units, admission yersus continued treatment 
units, active treatment versus geriatrics units) in- 
dicated that variations in responses among units 
within each hospital were minor and inconsistent 
in direction, tending to follow the pattern char- 
acterizing the hospital as a whole. An analysis by 
tole in the university hospital indicated that re- 
Sponses on the “conformity” dimension were in- 
fluenced by whether the respondent was a nurse 
or an aide. This is dealt with more fully in an- 
other paper4 No other consistent or significant 
differences between nurses and aides were observed 
on any of the five dimensions in the remaining 
hospitals. One implication of these analyses is 
that basic organizational characteristics, perhaps 
hospital goals, modes of patient recruitment, types 
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tics are attributed to a person by others. 
Suppose a staff member describes a patient 
by attributing to him the characteristics 
commonly regarded as desirable in psy- 
chiatric patients. It can then be said that 
the attitudes toward the patient tend to 
be "favorable." A series of characteristics 
consistently attributed by nurses to the 
"good" or "ideal" psychiatric patient was 
collected during pretest interviews. 

The measuring instrument consisted of 
sets of graphic rating scales on which re- 
spondents could describe the patient about 
whom they had just read. Each scale con- 
sisted of a pair of polar adjectives arranged 
so that there were seven intervals between 
them. Eighteen scales in all were used. 
In general one member of each pair ex- 
presed a clearly favorable characteristic 
whereas the other was unfavorable, as is 
shown in the following examples. One 
scale would have the word "considerate" 
at one end, then a series of seven short 
lines, then the adjective "inconsiderate." 
Other pairs were: co-operative—unco-op- 
erative; friendly—unfriendly; pleasant— 
unpleasant; calm—excitable; cheerful— 
gloomy; appreciative—unappreciative; re- 
sponsible—irresponsible; understanding— 
not understanding; polite—rude; open— 
shy; enthusiastic—indifferent; interested— 
bored; quiet—loud; helpful—nuisance; in- 
dependent— dependent; _ self-accepting— 
self-rejecting; direct—indirect. 

Respondents made predictions of the 
self-image they thought the patient would 
show while in the hospital. They did this 
by placing a mark somewhere along each 
seven-point line. Summation of ratings 
yielded a global score for each respondent 
that ranged from a possible high of 126 
(most favorable) to a low of 18. 


of treatment programs, patient-staff relationships, 
or community image determine the usage of entry 
information more strongly than variations in re- 
spondent background characteristics, position, or 
location within the hospital. 
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Mean scores for patient “attractiveness” from university 


Treatment decision 
made by 


Self or family 
Court/community 
Self or family 
Court/community 
Self or family 
Court/community 


TABLE 1 


hospital respondents * 


Place of treatment 


University hospital 
University hospital 
V.A} hospital 

V.A. hospital 

State hospital 

State hospital 


Voluntary 


70 
68 
68 
67 
70 
56 


DENZIN AND SPITZER 


Committed 


64 
60 
52 
61 
66 
55 


eo oia awh LB de cade redo seda arose Deco aL TSAO TSS EE > = 
* Range was from 18 to 126. The greater the score, the greater the “attractiveness.” Scores are rounded out to the nearest 


integer. 
f Veterans Administration. 


Results 


Effects of legal status 


Table 1 presents the mean scores for re- 
spondents from the university hospital. 
The patient described as on “voluntary” 
status received more favorable ratings than 
the patient who had entered involuntarily. 
The analysis of variance shown in Table 2 
indicates that the hypothesis is confirmed 
at the 0.01 level. 

In the Veterans Administration hospital 
the voluntary status presentation yielded 
more favorable ratings than the involun- 
tary status presentation. This is significant 


at the 0.10 level. A similar, though less 
significant, difference was found among the 
state hospital personnel. 


Effects of referral source 


The university hospital mean scores in 
Table 1 show that the self- and/or family- 
referred patient was regarded more favor- 
ably than the community- and/or court- 
referred patient. However, the F ratio 1n 
Table 2 for the main effect of treatment 
does not reach an accepted level of sig- 
nificance. i 

The Veterans Administration hospital 
mean scores show that the self- and/or fam- 


TABLE 2 
Summary analysis of variance 
LR 
Source of p 
Hospital variation d.f. Mean square F 
University Legal 1 760 6.92 n 
Treatment 1 141 1.16 Vu 
Interaction 15 0.12 e 
Within 62 122 
Veterans Administration Legal 1 623 3.57 0 a 
Treatment 1 66 0.87 ki 
Interaction 1 127 0.72 n" 
Within 21 177 
State Legal 1 57 0.16 ci 
Treatment 1 8,894 11.15 d 
Interaction 1 104 0.30 
Within 101 349 


* n.s.—not significant. 
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ilyreferred patient was regarded more 
favorably than the community and/or 
court patient only when hospital entry 
was presented as voluntary. For com- 
mitted Veterans, the community- and/or 
courtreferred patient was regarded as 
more attractive. Analysis of variance, 
however, shows that the mean differences 
are not significant at the 0.05 level. 

In the state hospital, the self- and/or 
family-referred patient was regarded more 
favorably than the community and/or 
court patient. The analysis of variance pro- 
vides statistical confirmation at the 0.01 
level for this hypothesis. 


Summary and Conclusions 


Questionnaires were submitted to nurses 
and attendants in three psychiatric settings: 
a university-affiliated psychiatric installa- 
tion, a Veterans Administration general 
hospital with a shortstay psychiatric serv- 
ice, and a traditional state hospital. After 
reading a description of a hypothetical pa- 
tient who was said to have entered the hos- 
pital under one of four possible entry con- 
ditions, the staff members made predictions 
of the patient's manner of self-presentation. 

In all the hospitals the voluntary patient 
was regarded as more attractive than the 
committed one, and the effect was signifi- 
cant in the university hospital. The patient 
teferred by the primary group was regarded 
as more attractive than the patient referred 
by the secondary group in two hospitals, 
and the effect was significant in the state 
hospital. 

These findings suggest that some compo- 
nents of mode of entry differ in relevance 
among hospitals. "The following hypothe- 
sis emerges: The more "therapeutic" the 
hospital, the greater the influence of the 
patient’s legal status; the more “custodial” 
the hospital, the greater the influence of his 
Source of referral. From this it may be 
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inferred that the culmination of the pre- 
patient phase (as represented by the pa- 
tient’s mode of entry into the hospital) may 
well influence subsequent experiences in 
the patient’s career. If, as we suspect, staff 
members respond to patients in terms of 
stereotyped categories, and if patients take 
on attitudes attributed to them by staff 
members, then the course of treatment and 
the relationships patients establish with hos- 
pital personnel, other patients, and family 
members may all be influenced by the pa- 
tient’s initial mode of hospital entry. 

Furthermore, if social organization is 
conceived as consisting of stable patterns 
of interaction and it is assumed that atti- 
tudes are functionally related to interac- 
tion, it then becomes clear how attitudes 
held by staff members toward incoming pa- 
tients influence the basic nature of organ- 
izations. For it is through socialization 
that patients are “created” who tend to act 
and think in certain ways, patients who, 
by their behavior, produce variations in 
the characteristics of the organization deal- 
ing with them. 
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BEVERLY FARNHAM, WATERBURY, VT. 


Psychodrama in a mental hospital 


In visiting various hospitals, I, as Protestant 
Chaplain, have had the opportunity to talk 
with men and women from all the varied 
services concentrated in a mental hospital. 
Because of my own interest in psychodrama, 
our discussions invariably turn to this seem- 
ingly controversial subject. Many have ex- 
pressed a feeling of uncertainty and fear re- 
garding psychodrama because of something 
they may have heard or perhaps may have 
experienced themselves. I have found con- 
siderable misunderstanding, mainly, I be- 
lieve, because of the aura of the mysterious 
that surrounds psychodrama, especially in 
the minds of those who know little about it. 

To many, psychodrama sounds like a 
seance or a return to the practice of black 
magic. We have also been given the im- 
pression that it invariably has a high emo- 
tional content that may result in serious dis- 
turbance. To deny that sometimes in the 
process of psychodrama a patient may be 
confronted with a situation that upsets him 
would be foolish, but to assume that there 
must be a high emotional involvement and 
a resulting disturbance would be equally 


Rev. Chase is chaplain, and Mrs. Farnham is a 
licensed practical nurse, at Vermont State Hospital, 
Waterbury, Vt. They are co-directors of psycho- 
drama programs at the hospital. 
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foolish. Also, an upsetting situation may, 
in itself, not necessarily be detrimental, but, - 
on the contrary, may well be a step forward 
in the over-all condition of the patient. 
However, there must be adequate "closure" ^ 
which will be discussed later, and trained 
personnel to whom the patient may be re- 
ferred for follow-up and treatment. 

We cannot speak for anyone but ourselves 
and our own experiences, but we feel that 
we have had a measure of success in varied 
ways through the use of psychodrama with 
mental patients, and we should like to share 
some of these and to point out some of the 
benefits we believe to be inherent in the 
psychodrama process. We wish to make it 
clear that we believe psychodrama to be one 
of many tools, to be used in conjunction 
with the other varied approaches within 
the confines of a mental hospital. It is not, 
in our opinion, the final or only answer to 
the needs of the patient; but we are EX 
vinced that, rightfully used, it can help bo 
the patient and the hospital. 


Dealing with Highly Personal Experiences 


We have found that in our small n 
usually limited to no more than ten de 
tients, a sense of oneness and trust cO 


rae t 
into being. We believe this is brough! 


O 
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about by the complete freedom of each per- 
son to decide whether or not he or she will 
participate. This creates a feeling of indi- 
vidual acceptance by the group that fur- 
thers group cohesion and solidarity. It is 
within this setting that the individual finds 
enough security to share his or her own real 
feelings. 

One of the most intimate areas of our 
lives is our religious beliefs. We gave the 
teenagers with whom we were working an 
opportunity to express their feelings about 
God and His relationship to them, using 
some of the simpler psychodrama tech- 
niques, plus various colored lights to create 
the mood and exert a stronger influence 
upon them. We allowed each one to por- 
tray expressions of the sense of God's activ- 
ity in his or her life: the sense of nearness or 
distance, the sense of anger or love, the 
sense of acceptance or fear, We believe that 
the total acceptance by the group was in- 
tensified by our willingness to participate in 
this with them. 

The young people were caught up in each 
other's experiences and learned that they 
were not alone in their uniqueness, as they 
had thought they were. One young suicidal 
teenager commented, “I didn’t realize that 
there were others who got as depressed as I 
do. It has already helped me to pull out of 
my depressions faster and easier.” Before 
he left the hospital for his home he talked 
with us again and stated that, in his opin- 
ion, his experiences in the psychodrama ses- 
sions were both meaningful and important 
to him in his present state of mind. 

Several young people shared their inti- 
mate family relationships; and, through 
utilization of the action sociogram, we, as 
Well as the patients themselves, were given 
insight into their true feelings regarding 
their parents and brothers and sisters. One 
young teenage girl portrayed her family 
situation so intensely that it affected an- 
Other girl later in the day and gave us an 
Opportunity to share some family experi- 
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ences and situations that she had never 
shared with anyone before. The picture 
portrayed by the first girl was that of a 
strong, autocratic, overbearing mother, a 
weak, struggling, inadequate father, a group 
of favored sisters, and a group of brothers 
sharing the father's ostracism—almost exile 
—from the family scene. The subject por- 
trayed herself bowed down and over- 
whelmed by the figure of her mother, loom- 
ing far above her on the stage. Here she 
expressed her hatred and hostility, which 
were very real to her. It is interesting to re- 
call the first statement this girl made to us 
when she entered our class; "How can you 
make a mother love you? My mother hates 
me and I hate her.” Following this, she 
said that she had never discussed any of her 
problems with anyone. However, the sense 
of oneness and trust finally won her over; 
and, as she left the hospital, we felt that 
some of her understanding and acceptance 
of her mother was in some way connected 
with our psychodrama sessions. 


Communication of Information 


During one of our sessions, we used à 
party setting as a warmup for the ensuing 
session on the background of Jesus’ presence 
at Cana and the thought that true religion 
and faith bring happiness as well as periods 
of serious thought. As the young people 
were eating the ice cream and cookies, one 
of the boys suddenly exclaimed, “You know, 
I haven’t been to a party since my mother 
shot herself.” This was something of which 
we knew nothing and gave us a little more 
insight into his particular problem. 

In another session, a young girl brought 
out an experience when she was in the 
hospital. She chose the various characters 
and set up the scene, playing her own role. 
As the scene progressed and her "mother" 
came in, the person playing the mother na- 
turally walked up to the subject's bed and 
began to talk with her. The subject im- 
mediately spoke up and said this wasn't a 
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true picture of the situation nor of her 
mother. Rather, the mother was to come 
in and go over to the bed of the girl who 
shared the room and to spend her time 
with her, because this is what she always 
did. The sense of loneliness and rejection 
was very strong in this scene. 

In a third session, another girl set up a 
scene in her back yard. "There was a well, 
which had been covered, and she had been 
warned by her mother not to go near it. 
She played through the experience, which 
happened before the age of six, of falling 
into the well, of her desperate cries for help, 
which finally roused her mother, and of her 
ultimate rescue, What stood out most 
vividly in the girl's mind was the memory 
of her leg being covered with blood, her 
clothes dripping wet, and the reaction of 
her mother. Instead of being comforted or 
cared for, she was spanked soundly by her 
mother and sent to bed without her supper. 
Her leg was not cared for, and she was left 
to fend for herself. She remembered hear- 
ing her father come into the house and seek 
to come upstairs to see how she was, but be- 
ing prevented by her mother. All she could 
hear was the mother, “I’ve told her not to 
go near that well and she disobeyed me. 
Leave her alone.” Again, the portrayal 
gave us a glimpse into the patient’s life and 
perhaps a little more understanding of why 
she was where she was. 


Dealing with Specific Hospital Problems 


Quite naturally, as we met from week to 
week with these young people, we were 
exposed to their gripes and problems con- 
cerning everyday life. We found psycho- 
drama an excellent means of helping them 
to step back and look at things a little more 
clearly and of presenting some possible solu- 
tions to the problems. Two definite sug- 
gestions came out of these situations, which 
were acted upon by the Student Govern- 
ment Committee of the hospital, and the 
results of which are in evidence today. 


CHASE AND FARNHAM 


We set up a scene calling for three volun- 
teers to portray an obstinate patient who 
refused to take her medicine, to participate 
in recreation, or to go to school; the charge 
nurse on the ward; and a doctor. The scene 
was explained separately to each partici- 
pant, and the method of handling the situa- 
tion was left in the hands of the nurse and 
doctor. In the scene the girl representing 
the patient gave a good portrayal of such a 
patient. Attempts were made by the nurse 
to convince the patient of the necessity of 
taking her medicine. The doctor showed 
a great deal of patience and understanding, 
but to no avail. The final decision was to 
send the patient to a “disturbed” ward for 
punishment. 

Following this, we discussed the various 
methods of dealing with such a situation. | 
We first asked why a patient would react 
this way. One girl projected herself into 
the situation immediately and said that she 
was probably upset. The question was 
raised if this was adequate reason to act 
this way. Others suggested that the patient 
might be sick or might be afraid. Then 
we discussed the situation from the nurse's 
point of view and set the scene again with 
other patients, using doubles for each char- 
acter. The questions raised by the patient 
and her double revolved around the actual 
concern of the nurse for the patient, who 
accused the nurse of not liking her or play- 
ing favorites. The nurse and her double 
showed considerable patience and concern 
for the patient, trying to evoke every con- 
ceivable reason, for the patient's welfare, 
for taking the medicine and participating 
in different activities. Finally, we look 
at the situation from the doctor's viewpoint 
and the suggestion was made that the doctor 
ought to take more time and show more 
interest. 

In the discussion that ensued, the young 
people expressed a sense of sympathy Ro 
the nurse, saying that they could better un 
derstand her frustration and even her sense 
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of failure, which they hadn't realized before. 
When asked what could be done, the pa- 
tients responded that threatening them with 
a ward for the disturbed all the time for 
every problem lost its effectiveness. Two 
positive suggestions were made. The first 
was that there was a need on the ward for 
a quiet room where a person could go when 
upset, even when refusing medicine or help. 
The young people felt that there was really 
nowhere they could go to be alone, and 
that they needed this occasionally. The 
second suggestion was that the staff should 
use other wards, rather than the disturbed 
ward, for times when the patients were un- 
able to be reached by the staff or other 
patients. They believed that the disturbed 
ward had its place, but should be reserved 
primarily for marked agitation. They also 
discussed their responsibility to try to help 
one another more when any one of them 
became upset. As a result of this discus- 
sion, a quiet room was made available to 
the patients, and has been used to a con- 
siderable extent. 

A similar situation was used with an older 
group (patients 25 to 35 years of age), the 
case being that of a young man who was 
resentful toward his doctor for not signing 
his hospital privilege slip. The scene was 
set up as a meeting between the doctor 
and the subject. When the subject raised 
the question of why he was not granted his 
privileges, we called for a role reversal. As 
a result, the subject named four jobs within 
the hospital in which he had failed and 
various ward situations in which he had 
been the instigator of problems—one, al- 
Most an uprising against the personnel. 
In the midst of the drama, he paused and 
said, “This isn't fair.” When we reminded 
him that he was the doctor, he said, “Oh, 
all right. But I've got to tell the truth.” 
He then gave a long list of reasons why he 
couldn’t have his privileges. He finally 
turned to us and stated that he had never 
looked at it that way before and that he 
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realized that he had some responsibility to 
fulfill if he were to gain the privileges. 


Dealing with Various Types of Illness 


In our psychodrama sessions we have had 
the opportunity to work with many differ- 
ent people of different age groups and with 
different illnesses, ranging from personality 
trait disorders to schizophrenia. One or 
two sessions have also been held with alco- 
holics. Thus far, we have found that, 
although reactions may differ, psychodrama 
is a tool that can be utilized in many sit- 
uations in the hospital. 


Conclusion 


There are many other illustrations that 
we could offer. A word must be said, how- 
ever, with regard to the closing of a psycho- 
drama session. We have been taught, and 
have tried to make it a practice, that, if any 
patient is confronted. with a situation that 
has not been resolved, we remain with him 
until such time as it can be resolved. If 
this is beyond our ability, we call upon 
those who are qualified to step in and deal 
with the situation. Failure to do this may 
result in unnecessary suffering, grief, or up- 
set for the patient. 

To our minds, then, psychodrama is a 
versatile type of therapy that has meant 
much to many of our patients. . It can be 
an aid to personal as well as collective in- 
sight, enabling the person better to under- 
stand the give-and-take of life that is neces- 
sary for compatible coexistence. It also 
can make us realize the necessity for each 
one of us to face our obligations, to self and 
to others, to try to achieve a fuller and more 
satisfying life, One patient summed it up 
in this way, “I hope you never have to give 
up psychodrama. It is the only place we 
can really express ourselves.” We, too, feel 
that, used properly, psychodrama can be a 
vital experience in the life of a patient in 
the hospital and help him to take one more 
step toward well-being. 
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Short-term social group 
work in the hospital 


The conditions of hospitalization cause cer- 
tain difficulties in the social functioning of 
a patient, He must deal with his separa- 
tion from an accustomed environment, 
confrontation of his illness in relation to 
himself, the illness of others, sleeping in a 
strange and sometimes fearful place, and 
other difficulties. Strange people with dif- 
ferent uniforms come in and examine the 
patient without asking permission, He is 
expected to participate in his treatment, 
often without understanding what it is and 
why. Things happen in the hospital that 
make the person different when he returns 
to his home, 


A new approach in group work service was prac- 
ticed by the authors while they were students at 
the George Warren Brown School of Social Work of 
Washington University, St. Louis, Mo. in the 
academic year 1964-65. The field instructor was 
Mrs. Marjorie Kolman. The host agency for the 
program was the Washington University Medical 
Center, and much of the work was done in Chil- 
dren's Hospital, which is a part of the Medical 
Center. This paper presents a description of thé 


In dealing with these difficulties, the so- 
cial workers in the present study found that 
treatment had to be accomplished in a short 
period of time since the patients would 
often be hospitalized for only a few days. 
In grouping the patients, all effort was con: 
centrated on adjustment to the hospital 
milieu. 5 

Hospitalization was often a crisis situa- 
tion for the persons involved. The treat- 
ment plan had to focus on the problems at 
hand without being overly concerned about 
the patients’ past history. This was neces 
sary because of the short length of hospital 
stay. When necessary, patients could be 
referred for long-term treatment. 


Principles 
In this discussion, it is important 2 
remember that the worker begins with his 
Knowledge of normal patterns es 
growth and behavior. He also begins W! 


a knowledge of the different patterns fol- 
lowed by people in dealing with stress 


E 


pa : e 
new approach. situations, and with an awareness of th 
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ways people react to illness or injury to 
themselves or a member of their family. 
As the worker does not ordinarily have 
time or resources to obtain a great deal of 
information in advance, he must obtain 
most of his diagnostic information in proc- 
ess and apply it to the treatment plan 
immediately. If the worker waits until 
after the meeting to return to his office and 
ponder his newly acquired information for 
diagnostic purposes, he will likely find that, 
at the next meeting at which he can work 
this information into his treatment plan, 
the patient is no longer available for serv- 
ice as he has been discharged from the hos- 
pital, has passed the point where he can 
easily be helped, or, perhaps, has resolved 
the problem in a way that is not helpful to 
him. In such cases, study and diagnosis 
become nothing more than academic exer- 
cies, It should be clear at this point that, 
in a given meeting, the worker must imme- 
diately work into his treatment plan any 
new information or insight he acquires. 
Another principle is suggested by the 
fact that the concept of "shared experi- 
ence" is the dominant factor that makes 
"groups" of many of the people who come 
to the hospital. In deciding whom to in- 
dude in a given group, the worker can 
often put aside many of the considerations 
that are often primary in other settings, 
particularly when planning for long-term 
groups. In this setting, because of the 
urgency of many of the problems, factors 
such as age, sex, race, and socioeconomic 
class are not of their usual importance. 
The fact that all of the individuals are in 
the hospital and away from home gives 
them a shared experience significant 
enough to them to make other things that 


might make them different from each other 


unimportant. 

As the worker provides this short-term 
service, he must put aside some of his con- 
ventional concepts of a "group meeting." 
Though in many situations it is possible 
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and desirable to have a special time and 
place for meetings, it is also important for 
the worker to be flexible and to provide 
the group work service when the patients 
have gathered spontaneously. In such in- 
formal and unstructured situations, the 
worker can observe the patients as they 
function “normally.” The advantage of 
this is that the worker can offer direction 
and make suggestions that the patient can 
immediately try out while the worker is 
present to offer support and encourage- 
ment. 

An important principle that distin- 
guishes working with short-term groups 
from the traditional long-term approach is 
the role of the worker. This situation re- 
quires the worker to play a very flexible 
role, as mentioned above. When group 
members exhibit resistance in becoming in- 
volved in the interaction with fellow group 
members, the worker must take a more 
active role in drawing them out. At other 
times, members might be less inclined to 
be inhibited and express themselves with 
little difficulty. In this case, the worker 
would take a less active role. This empha- 
sizes the importance of an ongoing diagno- 
sis and treatment. The more flexibility 
shown on the part of the worker, the better 
the programming for the individuals in the 
group. 

These principles are not the only ones 
implied here. The purpose of identifying 
them in this way is to bring into focus 
some of the factors that distinguish this 
method of group work from the long-term 
approach. 

Application 

The short-term approach as applied in 
Children’s Hospital (Washington Univer- 
sity Medical Center) focused on adjust- 
ment to the hospital milieu. One program 
used was a “hootenany” session run by two 
workers. All the children available were 
grouped together, after clearing with the 
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medical staff. The children came in beds 
and wheelchairs and on foot. Each patient 
was asked to introduce himself, which em- 
phasized individual identity. This was fur- 
ther facilitated through discussion about 
where the patients were from, what it was 
like at home, and how long they had been 
in the hospital. Along with this, and 
mixed with discussion, was singing in 
which everyone was encouraged to sing 
such songs as "Farmer in the Dell," "Old 
MacDonald," and "Hokey Pokey." Further 
discussion focused more clearly on hospital- 
ization and brought out feelings regarding 
being away from home, medical treatment, 
hospital food, medical staff, what to do 
when lonesome, and other problems. 

The structure of this program was very 
informal and non-threatening. It allowed 
for patients to see one another and to inter- 
act with others in an informal fashion. 
The program allowed for beginning rela- 
tionships and for confrontation by recog- 
nition of common concerns regarding ill- 
ness and separation from home. 

The informal discussion interspersed 
with singing provided an opportunity for 
the expression of feeling regarding being 
in the hospital. This expression further 
allowed for interaction of the individuals 
and a means of interpenetration by which 
individual patients could see that they 
were not alone. In other words, the con- 


cepts of shared concerns and common ex- ~ 


periences, so important in human inter- 
action, were brought out into the open as 
a part of reality for all the patients present. 

One of the outstanding concerns shared 
by all the patients was that they were dif- 
ferent from their friends outside the hos- 
pital. This concern was dealt with by dis- 
cussion in which the patient saw that a 
difference did exist, but that it was not as 
extreme as was originally thought. For 
example, in discussing the routine of the 
hospital the patients compared this with 
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the routines they followed at home—that 
is, eating, sleeping, washing, and so forth. 
The similarity of these routines was em- 
phasized and accepted by the patients. This 
aided in better adjustment to the ward by 
lessening concern about being different 
from friends. 

"Through greater sharing of concerns, the 
small group allowed for the establishment 
of friendships on the ward itself. This 
showed the further development of inter- 
dependence, which became another link 
with the world outside the hospital, where 
this sort of thing goes on regularly. 

A feature of long-term service is commit- 
ment to the group. There is a continuing 
concern regarding group feeling and dedi- 
cation. What about the short-term group? 
Commitment to the group can be illustrated 
by these examples: During one of the meet- 
ings, a couple of patients volunteered to 
organize a tournament of checkers and 
chess. This was in response to questions of 
keeping from being bored and lonesome. 
The tournament was organized on an en- 
tire ward basis even though not all the 
patients were involved in the service at 
this time. In a second example, a number 
of group members went together to the 
room of an absent member for conversa- 
tion and support to that member after à 
recent operation. 

These examples illustrate feelings of re- 
sponsibility to the small group as well as 
the ward population as a whole. Implied 


- here is a useful learning experience in rela- 


tion to the outside world, where individual 
responsibility can be recognized as part of 
the responsibility to the whole. 

The same small groups served well as 
means of referral. Individuals could be 
spotted as needing more attention in dif- 
fering areas than would be allowed for 
within the framework of the purposes of 
the short-term group. Referrals that were 
taken into the small groups also served 2$ 
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a diagnostic tool for casework service by 
describing behavioral patterns for those of 
concern. 


Implications 


In terms of the practitioner, short-term 
group work represents a challenge to the 
skill of the worker. In a broad sense, the 
method of shortterm group work is not 
unlike that of long-term group work. The 
striking difference between the two meth- 
ods is the time limitation of the former as 
opposed to the freedom from time limita- 
tion of the latter. 

No claim can be made that social group 
work is a time-saving method. This state- 
ment is also true of short-term group work. 
It seems more accurate to say that short- 
term group work calls for an even greater 
investment in terms of planning and prepa- 
ration than does long-term group work. 
This is the result of the fact that, in the 
short-term work, there is less room for in- 
correct diagnosis; and an extreme pressure 
for immediate action based on the knowl- 
edge and diagnosis of the situation is felt. 
Hence, the time spent in preparation for 
the short-term group needs to be in excess 
of that spent in planning for long-term 
groups. 

The time factor places special restrictions 
on the worker. In addition to putting his 
skill to the best possible use in the time 
available, he has to deal with separation 
from his patients even before beginning to 
work with them. The result is very strenu- 
ous for the worker, for he knows that, in 
order to reach a point where his patients 
can trust in him, he must invest a great 
deal of himself. This is not easily done, 
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because he realizes that, within a short 
time, the patient will be gone and that 
part of the self that he has invested will 
also be gone. It is needless to say how 
frustrating this can be. 


Summary and Conclusions 


The hospital is a setting in which a large 
proportion of the patients and the relatives 
of the patients face, or are about to face, 
a crisis or urgent situation. In addition to 
this crisis element of hospitalization, there 
is a time limit with which the social worker 
must cope. These two factors present the 
worker in the hospital setting with a task 
and a limit. The need is to find an effec- 
tive method of dealing with the crisis 
within the limits of a short period of time. 

The groups that were developed in the 
setting studied were designed to deal, with 
a variety of crisis situations. The group 
under discussion aimed at patient adjust- 
ment, However, the method can be put to 
use with the patient’s family or several 
families on any service in which a need for 
this has been observed. ; 

It has been the purpose of this paper to 
discuss the concept of short-term group 
work in a hospital setting. This method 
can be applied in other settings with great 
ease, The application of short-term group 
work need not be limited to the traditional 
group service agencies. The possibilities of 
this kind of practice are limitless. The 
challenge for social workers is to observe 
the need for short-term groups and to estab- 
lish them. The profession must accept the 
challenge and participate in the develop- 
ment of this type of short-term work with 


groups. 
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'The sheltered worksho 


An experimental study with chronic mental patie 


Sheltered workshops for the psycholog- 
ically disabled seem to offer substantial 
promise as a rehabilitation technique. Yet, 
there is little systematic empirical informa- 
tion upon which to base decisions about 
organization! the characteristics of pa- 
tients to be trained, the general level of 
performance to be expected, or the degree 
to which successful job placement is 
achieved? Furthermore, the vocational 
and social rehabilitation of the chronic 
mental hospital patient is in its infancy in 
comparison with the record achieved in the 
rehabilitation of the physically disabled. 
This study was designed to determine 
the extent to which small group methods 
could be extended to a sheltered workshop 
servicing chronic hospitalized mental pa- 
tients whose employment history is meager 
and who are difficult to train for produc- 
tive work. Recent experimental work has 
shown that cohesive patient groups can be 
formed on mental hospital wards. "These 
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groups materially alter the behavior 
outlook of even chronic patients towa 
more constructive efforts, provided. 
groups (1) are heterogeneously compose 
(2) have assigned task responsibility, ‘ 
have an opportunity to develop and exer 
cise leadership, (4) are furnished a clear 
of rules and regulations, (5) are given 
clearly specified mission, (6) work withi 
a reward system, and (7) have necessa 
staff support and guidance without m 
ference with autonomy.* 

Under these conditions, staff norms 
gradually adopted by patient task grou) 
and become stabilized by means of re 
forcement of the reward system. Of all 
these variables, group composition is 0 
of the most important in affecting job pe 
formance. The best group work perf 
ance was found to be associated 
heterogeneous groups composed of 
third socially active patients and two 
socially inactive patients, irrespective 
diagnosis or demographic characteris 
The poorest performance was ass 
with homogeneous groups, whether 
they were composed of socially inactiV 
socially active patients. This is probably 
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cause both groups (the homogeneous, so- 
cially inactive patients and the homogene- 
ous, socially active patients) suffered from 
lack of adequate leadership, with a result- 
ing poor group cohesiveness. 

It was decided to select chronic patients 
representative of those with the poorest 
social and work rehabilitation potential, 
since this category of patient offers the 
greatest challenge to any method, in view 
of these patients’ repeated failure to re- 
spond to treatment and rehabilitation. 
Furthermore, these patients represent a 
serious social problem since they occupy 
mental hospital beds indefinitely and thus 
materially reduce the efficiency of mental 
hospitals. Unless this population can be 
treated, released, and sustained outside the 
mental hospital, the active section of a 
mental hospital usually comprises only a 
fraction of its total capacity. Thus new 
mental hospitals have to be built or com- 
prehensive aftercare programs have to be 
established if this chronic population is 
to be cared for adequately. 


Material and Methods 


The sample for the study was drawn from 
a typical closed ward caring for chronic 
mental patients. Nine pairs of patients, 
all under 55 years of age, were matched 
with respect to diagnosis, age, length of 
hospitalization, and social activity. Ap- 
proximately half had received privileges, 
and the remaining half were granted 
ground privileges to permit them to go to 
the workshop and return unaccompanied. 
In the control group (chosen at random), 
the wages the men received for the two- 
hour workday were paid directly to them 
at the end of each week. (This corresponds 
to the usual system of payment in work- 
shops elsewhere.) Wages depended upon 
rated productivity, based on both quality 
and quantity of production, and followed. 
three pay scales: poor performance paid 
25¢ per hour; average performance, 50¢ 
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per hour; and good performance, 75¢ per 
hour. In the experimental group (also 
chosen at random), these weekly wages 
were credited to the man’s account, which 
was then administered by the ward person- 
nel. Personnel could authorize payment 
each week, together with authorization of 
passes, or they could withhold payment 
and passes according to the patient's gen- 
eral ward behavior. In the study cited 
earlier? it was found that staftadminis- 
tered money and pass rewards served as a 
powerful incentive for group cohesiveness 
and adherence to norms. 

The social activity score of the Location 
Activity Index * was selected to equate the 
groups further because of its relationship 
to leadership, irrespective of diagnosis. 
The two groups were matched adequately, 
as revealed by the absence of any significant 
differences in the factors shown in Table 1. 

Both groups worked on an equivalent 
task but in separate sections of the work- 
shop. The task consisted of cleaning, sep- 
arating, testing, assembling, and packaging 
wire for an electronic firm on a piecework, 
contract basis. Standards of acceptability 
were established by the firm contracting 
the work. The patients in each group 
were assigned to their jobs by the work- 


TABLE 1 


Matching characteristics of the 
experimental and control 


groups 
E eT SERERE "UT "TA 
(N=9) (N=9) 
Variable Experimental Control 
Age 
Mean 45.67 49.44 
Range 39-58 35-48 
Length of hospitalization 
Mean (years) 12.67 11.44 
Range 4-24 5-9 
Diagnosis Schizophrenic Schizophrenic 
reaction reaction 
Social activity 
Mean 2.96 2.82 
Range 2.00-4.68 2.03-4.38 
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shop supervisor. A group leader was ap- 
pointed, on the basis of his social activity 
score and initiative in exercising leader- 
ship. Ratings of daily productivity, based 
upon quality and quantity and using a 
five-point scale from poor to very good, 
were made by the workshop psychologist 
and supervisor. A standard for produc- 
tivity was arrived at by having the work- 
shop supervisor perform all tasks and 
using that level as the highest standard. 
The first week of operations served as a 
trial period for training and making 
needed changes. Procedures, jobs, opera- 
tions, and roles were adjusted during this 
trial week; questions from the men and 
ward staff were systematically answered, 
and corrections were made where neces- 
sary. Scales, rating forms, observational 
devices, and narrative logs were tried, and 
deficiencies were corrected. Patients were 
given initial training in their jobs, roles 
were tried out and clarified, and assessment 
schedules were established. Rater reliabil- 
ities were computed on the scales weekly 
by having each of the two assigned staff 
members complete the rating scales inde- 
pendently. Scores were split at the me- 
dian, and correlations were computed. 
Multiple-choice rating scales were com- 
pleted weekly by raters to measure each of 
the following variables for the seven-week 
experimental period: (1) leadership; (2) 
work habits; (3) job performance; (4) at- 
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titude toward work, verbal; (5) attitude 
toward work, behavioral; (6) motivation; 
and (7) psychopathology. In addition, 
each patient's productivity for the week 
was rated and recorded, since it furnished 
the basis for his rate of pay. The produc- 
tivity ratings of patients in the experimen- 
tal group were forwarded to the ward staff 
for decisions regarding the eligibility of 
these patients for passes and access to the 
money they had earned. A narrative log 
was kept by the work supervisor on a 
weekly basis. In this log, observations re- 
garding each of the two groups were re- 
corded by the following classes of response: 
leadership, roles, effect of rewards, group co- 
hesiveness, group norms, group communi- 
cation systems, effect of group composition, 
and an over-all evaluation of group func- 
tioning. Social activity was rated for 
matching purposes, as noted above, also at 
the halfway mark and termination of the 
study. 

Following the termination of the study, 
each of the patients was seen, in an 
open-end interview, to assess his reaction to 
the experience. A follow-up evaluation of 
adjustment was carried out six months later 
by interviewing the ward staff responsible 
for the patients. 

Weekly rater reliabilities and mean 
reliability for each scale are indicated in 
Table 2. Two scales, psychopathology 
and verbal attitudes, were eliminated from 


TABLE 2 


Weekly rater reliabilities for selected variables 


Work 
Week Leadership habits 
1 0.87 0.95 
0.75 0.95 
3 0.74 0.94 
4 0.66 0.74 
5 0.55 0.81 
6 0.74 0.83 
7 0.83 0.76 
Mean 0.73 0.85 


Job Behavioral E 
performance attitude to work Motivation 
0.77 0.74 0.77 
0.74 0.77 0.76 
0.77 0.66 0.83 
0.88 0.77 0.88 
0.73 0.66 0.46 
0.90 0.68 0.87 
0.69 0.50 0.64 
0.78 0.68 0.78 
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TABLE 3 
Mean weekly scores for selected variables 

Productivity Work habits Performance Leadership Behavioral attitude Motivation 
opio AEN ee 
Week E* Ct, ES et Ef 4Gf E* Cf E* Ct E* Ct 
porsi ae ea ESTO ES RE aa N A e 12.1 
» 9.18.7 (2175 BRE ELIGIBLE ee 12.8 18.1 18. 18.1 
3 17 1 22.5 29. 16.8 16.6 heey BON AND: eames eke 
HOD ME MC DOMED. dle cues 13.1 144 12.6 
pup ui resto E ER Ine NE 1.4 148  1L1 148 
«coq oe aga o NET RAM EA 12.6 12.0 12.2 12.8 
w aei ala ed Nn MHS BO.2 A B fete 18.4 18,9 14.7 
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* E: Experimental group. 
t C: Control group. 


any comparison. Little or no psychopath- 
ology (beyond that already in existence 
prior to starting at the workshop) was ob- 
served by either rater throughout the work 
period. Verbal attitudes toward work 
were seldom manifested by these chron- 
ically ill, essentially nonverbal and with- 
drawn patients. 

The scores of each rater for each scale 
were averaged to provide a single score for 
each patient each week. A repeated meas- 
ure, simple analysis of variance design, was 
used in comparing the groups with each 
other on each of the selected variables. 

At the completion of the study, the 
workshop supervisors rated behavior and 
work performance changes observed in the 
workshop, and the ward staff made similar 
ratings of changes observed on the ward, 
using a five-point scale scored in the fol- 
lowing manner: 1—worse than when 
started workshop; 2—no change; 3—mini- 
mal but noticeable improvement; 4—some 
improvement; 5—moderate improvement. 
The tetrachoric correlation between the 
workshop supervisors on this scale was 
0,87. Ward staff ratings were reached 
by consensus. 


Results 


No significant difference Was observed be- 
tween the two groups, over the seven-week 


period, in productivity, leadership, work 
habits, job performance, attitude toward 
work, or motivation. Despite the absence 
of group differences, each group showed a 
weekly increment in its productivity, work 
habits, and job performance. This im- 
provement appeared to have followed the 
typical S-shaped learning curve for new 
material, as shown in Table 3. 

There was no apparent similar weekly 
improvement displayed by the two groups 
in the other variables measured. These find- 
ings strongly suggest that the work per- 
formance, work habits, and productivity of 
these two groups might have been inde- 
pendent of the motivational psychologic 
factors measured by the other scales. Thus, 
in this study, quality and quantity of work 
can be logically assumed to have been un- 
affected by leadership, attitudes toward 
work, or motivation. Furthermore, meas- 
ures of social activity at the halfway point 
and at the termination of the study xe- 
vealed no change in the initial low level 
of social activity. The ward staff evalu- 
ated each man's ward adjustment at the 
end of a six-month follow-up period. In 
privileges, ability to perform satisfactorily 
on a three-hour non-workshop industrial 
therapy assignment, and general ward be- 
havior, there was no difference between 
the two groups at the end of the follow-up 
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period; and there was no change in their 
adjustment. 


Discussion 


| This study suggests the importance of 
designing a social structure the clarity, 
| simplicity, and meaningfulness of which 
| can be conveyed to chronic mental hospital 
patients—a structure they can depend on to 
give direction to their work performance. 
The usual incentives (such as access to more 
of their own money or week-end passes), 
which have been found to be successful as 
rewards in other studies, had little or no 
differential value for these patients. 

In retrospect, several factors probably 
contributed to this. The patients, as a 
group, were among the most severely and 
chronically disabled in the hospital, ac- 
customed to exercising little initiative or 
responsibility. They were characterized by 
overt psychotic behavior and withdrawal 
tendencies. It was almost impossible to 
| achieve group cohesiveness among patients 
in either of the two groups in that there 
was little or no leadership material availa- 
| ble; whatever leadership potential was pres- 
ent was overwhelmed by the general low 
level of functioning of the remaining pa- 
tients. In addition, manipulation of incen- 
tives without motivation was meaningless. 
The patients participated and managed 
gradually to improve their performance, 
but it is doubtful that the manner in which 
the money rewards were administered con- 
tributed anything. The fact of pay at the 
end of the week was the most important 
factor, irrespective of how it was adminis- 
tered. 

There appeared to be no extension of 
good work performance beyond the work- 
shop. Ward adjustment and behavior re- 
mained essentially unchanged, suggesting 
that much of the behavior of these patients 
was specific to the situation in which it was 
required, a finding that agrees with observa- 
tions made elsewhere. It is unwise to ex- 


VITALE AND MC DONOUGH 


pect generalization of improvement from 
one situation to another. If improved work 
behavior is desired, proper conditions must 
be provided. That this can be accomplished 
for psychologically and socially disabled 
men has been shown by the present study. 
The two environments are different enough 
so that behavior learned in one does not 
necessarily transfer to another. Judgments 
about behavior in one environment do not 
accurately forecast behavior in another. 
For men like these, highly organized, sim- 
ple, repetitive work, with work habits, 
routines, instructions, duties, and responsi- 
bilities outlined clearly and simply, appears 
to be a situation adequate to cause them 
to produce up to their capacity. Informal 
observation indicated that their speed and 
efficiency were rather poor as compared 
with an average worker's, but that their 
quality and productivity eventually could 
be raised to acceptable levels, even though 
it might never reach the level achieved by 
an average skilled worker without a history 
of similar disability. 

In line with the current interest in the 
therapeutic aspects of work for severely 
disturbed mental patients, this study in- 
dicates that work requirements, if man- 
aged properly, are not traumatic to patients. 
Instead, a wellorganized work environ- 
ment serves as a stabilizing force in the pa- 
tient's life in that he participates in a s0- 
cially meaningful activity, receives some pay 
for his effort according to performance, 
and has a socially approved role superior 
to that of being a patient in need of treat 
ment. : 

It appears to be unrealistic and unfair 
to expect these men to continue to progress 
to greater and greater improvement and 
finally to reach some degree of self-support- 
It is unlikely that they can ever ear 
enough from productive labor to support 
themselves. However, they can participate 
in an undemanding, low-level, part-time, 
industrial job, under sheltered conditions, 
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and thus engage in an activity meaning- 
ful in our society. "Terminal workshops 
may be the only possible and suitable 
work environment these men are able 
to utilize, in view of their lack of mo- 
tivation, poor work histories, and severe 
psychologic and social disabilities, which 
have made them dependent upon the social 
structure for guidance of their behavior. 
In this respect, the sheltered workshop as a 
rehabilitation tool for correcting the voca- 
tional, psychologic, clinical, and emotional 
disabilities of mental patients should be ap- 
plied only to somewhat psychologically in- 
tact persons whose motivation to rehabili- 
tate themselves is good and who, there is 
reason to believe, can compete successfully 
in the job market after completing shel- 
tered workshop training. Chronic mental 
patients of the type considered in this study 
(similar to the many who are currently in- 
stitutionalized at federal and state hos- 
pitals would not qualify for an active 
sheltered workshop program aimed at vo- 
cational rehabilitation. For them, terminal 
workshops are a necessity. There are still 


275 


too few of such installations. A combina- 
tion of a supervised, sheltered living situa- 
tion, terminal workshop, and aftercare® 
would be likely to permit many currently 
hospitalized chronic mental patients to be 
released to the community, and would allow 
mental hospitals to serve their primary 
function of diagnosis and treatment, rather 
than custody. 
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Planning for vocational 


The family faces multiple problems when 
the principal breadwinner is removed from 
the home. Loss of the productivity of any 
adult in the family means severe economic 
loss; this is no less true with respect to the 
mother and housewife than to the father 
who is employed outside the home. The 
factor of productivity is of utmost impor- 
tance, whether the person is self-employed 
or employed by another. A major miscon- 
ception of the family often is that, when 
the breadwinner returns from a psychiatric 
hospital, he will be a fully productive mem- 
ber of the family unit. 

The social rehabilitation of a patient is 
not effectively achieved through hospital- 
ization unless he returns to the community 
as a productive, or nearly productive, mem- 
ber of society. The productivity will neces- 
sarily be on a sliding scale. Although a 
person may occasionally return to the com- 
munity more productive than when he left 
it, more often, experience has indicated, 
his productivity will be at a reduced level. 

A patient is a complex entity; and his 
Physical, emotional, social, and economic 
problems must. all be considered in devel- 


ee 
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re-stimulation 


oping a plan that provides for as many of 
his needs as possible. There has to be an 
“integration” of the positive strengths of 
his personality. The total period of each 
patient's hospitalization must provide an 
intelligent, invigorating, time-using, saa 
faction-giving program, rather than “un- 
demanding freedom.” Leisure is self-defeat- 
ing and leads to regression and long-term 
hospitalization, creates feelings of not being 
necessary, and makes for the development 
of a hopeless attitude toward recovery. 
There has to be a re-stimulation, or crea- 
tion, of a desire to be a productive member 
of the community. 

This desire emanates directly from the 
feeling of personal dignity, which is-one 
of the facets of personality that we inad- 
vertently attack the moment a person enters 
the hospital. Patients are divested of their 
sense of identity through removal of their 
symbols of marriage and religion and of 
distinctiveness of dress. Though this is 
often a psychiatric requirement, its deva- 
stating effect is no less significant because 
of its positive intent. 


Development of Independence 


When a person is hospitalized for Ee 
extended period of time and we, as $ 


i people, neglect to assess the point at which 
he should be allowed and encouraged to 
develop independence, we are failing in 
our professional responsibility by not plan- 
ning the correct type of hospital program. 
Many times we forego the positive thera- 
peutic gain that independence represents 
because it seems to us that it would inter- 
fere with the smooth operation of the reg- 
ular hospital routine. We see in an inter- 
Tuption of the regular hospital day an 
unreal threat. The individual patient who 
causes such an interruption (many times 
through a fight to develop independence) 
i is too often labeled a “troublesome pa- 
tient.” He may be considered troublesome 
_ merely because he wants a clarification of 
_ his rights. All too often, in state hospitals, 
4 person has no rights; rather, as in an 
army during wartime, he has a duty. The 
duty is not to give the staff members diffi- 
culty in their administration of the over-all 
hospital program. When this becomes a 
Teal detriment to the individual patient, 
the staff then faces a more complex and 
often unsolvable problem. Unfortunately, 
this problem does not become recognized 
as such until it is seen in its “hard shell 
form” and is labeled “institutionalization.” 
To A step forward is the recognition of this 
insidious process as being a real part—but 
certainly an unwanted part—of a hospital 
program. Thoughtful consideration of all 
therapeutic hospital activities should in- 
clude careful thinking about the strength 
and positive gains that will be evident if 
We plan a program in which we work effec- 

- tively toward vocational restimulation of 
the individual patient. In doing so we will 
assist him back along the road to recovery 
às rapidly as possible and revive in him a 
feeling that certain dignities are inherent 
in him as a person. (The sense of dignity 
9f the individual is sometimes referred to 
as "morale.") Too often the hospital staff 
identifies with the "sick" response of the 
Patient's personality and indulges him, 
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thereby creating overdependency and not 
actively encouraging him to resume his role 
as, or to become, a productive member of 
society. 


Graduated Goals 


A program with the goal of progressively 
presenting more complex endeavors, pre- 
scribed by the medical personnel, would 
represent a continuing, positive effort to 
accentuate, enhance, and restore the indi- 
vidual's capabilities vocationally to the 
point where, once he is discharged from 
the hospital, even if he has less of an oppor- 
tunity for community acceptance than he 
may have had in the past, his chances of 
becoming a productive member of that 
community will be increased. If he is voca- 
tionally able and properly motivated, he 
will be better able to withstand the often- 
times rejecting, noncommittal, or neutral 
attitude of the community in his efforts to 
meet the challenges of everyday living. 

Each individual faces his own unique 
challenge. For the mother and housewife, 
it may be managing to some extent to see 
that five children and her spouse are cared 
for and supervised. For another person, 
the challenge may be the responsibility of 
a household comprising the homemaker 
and her husband. 

We all recognize the difference between 
how we act in a situation and how we feel 
about it. Even when we dislike a task 
immensely, we cannot always give vent to 
our impulses or to our feelings of rejection. 
(So-called "normal" persons’ inner controls 
are such that they can handle frustrations 
and disappointments without noticeable 
distortions of behavior patterns.) In giving 
vent to our emotions, we suffer additional 
ego damage, which reveals itself in progres- 
sive loss of control over our emotional life. 
The premise offered here is that the person 
who is provided with graduated limitations 
in opportunity for self-expression recognizes 
that this is not an artificial hospital situa- 
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tion, but a way of life that is in concert 
with the one he must lead when he once 
again becomes a productive member of the 
community. 


Index of Adjustment 


One of the main discriminatory factors 
in the “pre-admission personality" is the 
individual's increasing loss of productivity. 
1f the patient had been able to control ade- 
quately the impulses that his illness dic- 
tated, he probably would not have had to 
be hospitalized. This is evident in the 
number of "sick" persons who remain in 
the open community for extensive periods 
of time even though they have peculiar 
ideation. If they can accept the limitations 
of employment and community living to 
the extent that they do not consistently re- 
veal their “eccentricity” to their peer 
groups, they are able to function in society. 

A work program should be based on a 
positive, therapeutic, goaldirected plan. 
Such a work plan does not exploit the 
patient. On the contrary, we exploit the 
patient when we do not assist him in tak- 
ing advantage of every opportunity to 
regain his position as a productive member 
of society, when we fall into the trap of 
overidentifying with his sick response and 
do not make every effort to encourage him 
to go forward and develop his potential 
for becoming productive, for becoming a 
"whole" person. This is an especially sig- 
nificant point with regard to the adoles- 
cent, who does not yet have a philosophy 
of life because the process of maturation is 
not completed. 


Program Planning 

Psychiatric rehabilitation is primarily the 
modification of behavior and attitudes 
through a program of activities and rela- 
tionships that provides the opportunity for 
adaptive behavior, i.e., re-socialization in a 
therapeutic milieu. Planning such a pro- 
gram requires aims different from those of 
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past, custodial hospitalization. These aims 
include: 

(1) arranging for individual and special- 
ized activities determined by considerations 
of therapy rather than productivity; 

(2) creating in both patients and staff 
the feeling that ultimate recovery is the 
goal for all patients, that every ward is 
expected to send all its patients home, and 
that the difference between a “chronic” 
ward and a “treatment” ward is more an 
attitude of mind than a reality; 

(3) encouraging patients to feel capable 
of accepting responsibility initially and ex- 
tending this once it is achieved (the giving 
of responsibility creates an eagerness for 
further responsibility, and is therefore self- 
perpetuating); 

(4) establishing more firmly the concept 
of working with rather than for the patient. 

Such aims necessitate recognition of the 
importance of the following in program- 
ming: training staff and patients to accept 
this new concept and to substitute it for a 
long-established pattern of control, custo- 
dial supervision, and conformity to routine; 
appreciation of the dynamic principles of 
working with instead of for patients, of 
allowing patients to make their own deci- 
sions, and of delegating authority; realiza- 
tion that patients are not being used as 
“cheap labor,” that their learning does not 
threaten staff employment in the future, 
and that some difficulties may arise with 
this type of program; awareness of the fact 
that production may be reduced while 
therapy benefits in all hospital areas; recog- 
nition of the need to schedule a specific 
number of hours each day, seven days each 
week, for the therapeutic activities in order 
to achieve optimum benefit and to avoid 
an insidious falling-back into the former 
pattern of custodial care. This policy may 
place stress on all the staff.* 


* This paragraph has been formulated in conjunc 
tion with William Blyth, M.D., Clinical Director, 
Newberry State Hospital. 


Vocational re-stimulation 


It is self-evident that the above plan 
must be a hospital program, not just a de- 
partment program. It must have the un- 
qualified support of all professional staff, 
clinicians as well as administrators. Resist- 
ance to “work therapy” from all areas of 


279 


the hospital community is to be antici- 
pated. However, if we do not formulate 
plans for the vocational re-stimulation of 
the patient as a total endeavor, we inad- 
vertently impair his future adjustment in 
the community. 


BERT M. INDIN, M.D., Los ANGELES, CALIF, 


The Crisis Club: A group 
experience for suicidal patients 


Suicide accounts for more than 20,000 
deaths yearly in the United States, and 
attempts at suicide are, of course, many 
times more numerous! 'The 307 persons 
admitted to Patton State Hospital (Patton, 
California) in the month of April 1964 in- 
cluded 30 who had attempted suicide and 
11 who had threatened suicide. It is prob- 
able that at least twice these numbers were 
treated as outpatients at Patton and in 
private psychiatric facilities in the area. 
How many other persons succeeded in 
suicide during the same month in the area 
served by the hospital is not known. Using 
Litman's! estimated figure of 25 to l, a 
reasonable estimate would be four “com- 
mitted suicides” in that month. Suicide 
is the number ten killer in the United States 
for all age groups, and the number three 
killer in the age group 20 to 35 years. 
Emotional depressions account for a 
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large proportion of suicide attempts. Early 
recognition of depression in patients by the 
practicing physician has recently been given 
greater emphasis.? Increased stress is being 
placed upon the prevention of suicide by 
such pioneering organizations as the Suicide 
Prevention Center of Los Angeles. 
Many patients are released from the 
emergency ward of a general hospital after 
the medical emergency has been controlled. 
Many others are subsequently hospitalized 
in private psychiatric institutions or ame 
committed to state psychiatric hospitals. 
When the author was attending phy- 
sician on an acute, closed, woman's psy- 
chiatric ward in a state hospital, several 
patients who were depressed and who had 
made recent serious attempts at suicide 
entered his charge. At that time, the 
orthodox and accepted therapy for such 
patients in this particular service was 
electroconvulsive therapy,‘ antidepressant 
drugs, and the therapeutic community. 
It was not feasible for the average patient 
to receive individual psychotherapy, nOr 
was formal group psychotherapy available. 
There was a weekly group meeting of the 
entire therapeutic community, consists 
of approximately 80 patients and a psY 
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The Crisis Club 


chiatric staff of about 20. Because of the 
challenge offered by several of the suicidal 
patients and the author's dissatisfaction 
with the results of the available treatment, 
plus the stimulus provided by a psychiatric 
consultant to the institution, a group was 
organized to offer a therapy experience to 
these suicidal women. 


The Model for Therapy 


The theory of ego pathology offered by 
Shapiro, which combines the structured 
and unstructured poles of psychotherapy, 
was used as a model for therapy in this 
group. According to this theory, there may 
be more total involvement of self behind 
most symptoms than most patients or thera- 
pists realize, and the ego may comprise vari- 
ous "subselves." These subselves are at dif- 
ferent levels of consciousness and have 
different positions of dominance within the 
ego system. There is poor communication 
among these subselves because of inter- 
nalization of real object tension, and one 
aim of therapy is to reduce the destructive 
conflict among the various subselves of the 
patient. The therapist takes a position 
equidistant from the various subselves, if 
possible, though he may lean in the direc- 
tion of one subself or another to neutralize 
some of the destructive conflict. 

On the assumption that the patients here 
studied had more ego strength than they 
or other therapists had recognized, the 
group leader was as candid as possible in 
his interaction with them. Directness and 
"being one's self" were emphasized with 
respect to both the group members and the 
group leader. A strong attempt was always 
made to define which subself the person 
Was at a given moment. It was assumed 
that a warm relationship between the 
therapist and the group was necessary for 
the candidness to be effective, and this was 
established by an accumulation of group 
experiences. 

It was noted by the therapist in the be- 
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ginning, and borne out by later observa- 
tion, that each group member was having 
trouble with her “cruel, punitive, tyranni- 
cal mutilating, murderous, suicidal self.” 
Her ego defense mechanisms seemed to be 
operating in an ineffective manner; and 
another subself, which we identify as "'self- 
respecting, life-loving, self-esteeming, and 
productive” was unable to operate effec- 
tively in protecting the patient’s life, in 
certain crisis situations, against the "mur- 
derous self.” At the time of the precipitat- 
ing crisis, each patient had found that her 
focus of thought had been narrowed, that 
she had been unable to set into motion 
any other thought processes having to do 
with self-esteem and her value to her family 
or community, or to find any alternative to 
following the dictates of the “punitive, 
mutilating, and murderous self.” 

At least two patients in the group, who 
were seen in individual therapy, were able 
to verbalize extremely well. Their thought 
processes, they stated, became narrower 
and narrower in focus as they approached 
their particular suicidal crisis. One pa- 
tient (AB) stated that, if anyone had 
answered her “cry for help” by trying to 
“talk her out” of her narrowing of focus 
and blindness to her freedom of choice, she 
would not have entered the crisis situation 
and would not have made a suicide at- 
tempt. This is not a new observation: 
Benjamin N. Cardozo, in 1922, said, “The 
cry of distress is a summons to relief.”* 
AB went on to say that, lacking a significant 
person to whom she could cry for help and 
the effective communication to actually 
make a cry, she talked herself into a situa- 
tion from which she could not retreat, and 
then her only goal was to destroy herself. 

Because of the extreme danger posed to 
the patient’s life by the “critical, punitive 
self,” as seen by this therapist and the con- 
sultants, the focus was primarily on putting 
the patient in contact with this subself. 
This, at times, caused group resistance. 
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One patient (BC) said, “Therapy can only 
result in pushing everyone into mass 
suicide," 


Procedure 


A group of suicidal women in the age 
group 20 to 35 was organized. These 
patients were all confined to a closed, acute 
psychiatric unit. Some were court-com- 
mitted patients; others were voluntary (see 
the table on page 283). The group was 
originally set up for a period not to exceed 
six months. It was to be open-ended; new 
members would be added as they became 
available, and, hopefully, original members 
would improve and leave. It was recog- 
nized that, because of the serious nature of 
the suicidal attempts made by these pa- 
tients, even with the most strenuous pre- 
cautions it was possible that one or more 
patients might succeed in killing them- 
selves while still on the ward and attend- 
ing the group sessions. 

As the group sessions progressed, some 
concepts of therapy were modified, and 
greater co-operation was obtained from 
administrative and ancillary personnel, 
the sessions were extended to one year. 
The original schedule of therapy was car- 
ried out for the entire period, the group 
meeting with its leader for one hour, twice 
weekly. In addition, for about the first ten 
weeks of the sessions, the group had one ad- 
ditional hourly meeting without a formal 
therapist, but in relative privacy, on the 
ward. Therapy time for the entire year 
totaled just over a hundred hours. In addi- 
tion, some members of the group were seen 
in individual therapy by the author and by 
other therapists, as specified in the table. 

A total of 22 patients Participated. The 
largest membership at any time did not 
exceed eight patients. The general charac- 
teristics of all the group members are listed 
in the table opposite. More detailed 
characteristics regarding some of the origi- 
nal members follow. 


BERT M, INDIN 


The two original members who stimu- 
lated the group formation by their presence 
in the hospital were AB, a 35-year-old di- 
vorced mother of three and a registered 
medical technologist, who had attempted 
suicide at least three times previously, one 
attempt resulting in a deep coma that ne- 
cessitated a tracheotomy, and DE, a 28- 


year-old, single, white registered nurse | 


specializing in surgical nursing, who had 
previously been hospitalized voluntarily 
for several weeks as a result of a suicide 
attempt. She had improved on conservative 
therapy, had been released, and had gone 
back to work as a surgical nurse, only to 
return in six weeks after a serious suicide 
attempt that resulted in a deep coma, last- 
ing for over 24 hours. 

In addition to these two patients, the 
original group was composed of BC and 
CD. The former was a 26-year-old, mar- 
ried, white woman, a mother of three, with 
a long history of emotional difficulty. She 
had been in an Eastern state psychiatric 
hospital a number of times and had had 
many years of individual and group therapy 
in leading psychiatric institutions in her 
former state of residence. She had many 
scars on her arms from attempts at self- 
mutilation. She had been committed to 
Patton State Hospital because of a suicide 
attempt in which she closed her house 
tightly and turned on the gas used for 
heating. She was accidently discovered by 
a neighbor who came in at about the time 
the patient became unconscious. While a 
patient in the hospital, just prior to her 
inclusion in the group, BC had made sev. 
eral serious attempts at suicide by slashing 
her wrists. The other member, CD, was 
a 20-year-old mother of an 18-month-old 
child who was separated from her husband. 
She was severely depressed and emaciated. 
She had been treated just previous to her 
commitment at a private psychiatric 10 
stitute and at a day treatment center. She 
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had made recent suicidal threats and had 
made an attempt with pills. 

Each of these original patients had had 
serious problems in interpersonal relation- 
ships, the significant figure in each case 
being clearly identified as the mother. AB 
described her mother as a “well-to-do- 
tramp" who had made numerous suicidal 
attempts and threats and had finally killed 
herself by a gunshot wound in the head. 
DE felt rejected by a mother she could 
hardly remember. Her mother had placed 
her in an orphanage just prior to the 
mother and father's being exterminated in 
a gas chamber in a Nazi concentration 
camp. CD's mother was a diagnosed 
manic depressive who had been hospital- 
ired at Patton. 'The mother had done 
much sexual acting-out, which had shamed 
her family. The patient described her as 
being overly permissive; she stated that 
neither her mother nor her father had 
served as an authority figure for her. She 
had always had to be her own "conscience" 
as far back as she could remember, which 
was to about age eight. BC's mother had 
been hospitalized in a state mental hospi- 
tal in an Eastern state since the patient 
had been two years old. The patient could 
not remember her. BC had lived in some 
nine foster homes during her childhood, 
and her brother had been adopted in one 
of these foster homes. She said she had 
been seduced by foster fathers in seven of 
the homes. 

Each of the four original patients had 
had a severe crisis in her life that had 
Precipitated the depression and suicidal 
attempt that resulted in her hospitaliza- 
tion. The group was named the "Crisis 
Club" because of this common denomina- 
tor. The therapist was their ward physi- 
cian. Supervision was provided by the 
psychiatric therapy consultant, who saw the 
first two patients in teaching sessions. 

After the Crisis Club had been in exist- 
ence for four months, a group therapy 
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project was organized in the hospital, am 
a new group supervisor was appointed 
The supervisor was an outside psychia 
consultant who had been hired as a spi 
cialist in group therapy. Her orientatio 
was psychoanalytic, and she had had exter 
sive and recent training in group therapy 
The Crisis Club was included in the grou 
therapy project, and another physician wa 
added to the group as a “silent observe 
His function was left relatively unstruc 
tured. It was understood by the enti 
group that the observer would record 
events and conversation of the group aml 
that he would participate, or not, in 
group interaction as he desired. He wa 
present at every other meeting. 
The “silent observer" was the grou| 
leader for another group. The Crisis Cl 1 
therapist served as the "silent observer" 
this second group. A relationship was thu 
established between the two therapists thi 
included joint supervision and offered al 
opportunity for valuable feedback ami 
reflection of the part that the therapis 
played in the group interaction. y 
The group was relatively unstructu' ed 
The only rules set up at the beginni 
were: (7) For hospitalized patients, attend 
ance was compulsory. (2) Anything coul 
be said in the group meeting without feal 
of reprisal or severe consequences. (3) M 
was to be understood that the group sett 
was an artificial situation and that in! i 
action going on in the group should not D: 
carried outside the group. (4) Actions wete 
to be put into words. (5) Any impulse, n 
matter how socially unacceptable, if give 
expression in words could be discussed i! 
the group situation. (6) Actions would nc 
be tolerated beyond the socially accepté! 
ones of sitting in a group and verbal] 
discussing whatever the group wishet 
These rules were introduced by exampl 
and by specific instruction by the grou 
leader during the first four meetings. 
As the sessions progressed, some rem: 
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/ able changes were noted. It took 18 hours 


of therapy for group unity to appear. An 
improvement in the behavior of patients 
belonging to the group was noted by the 
ward personnel; some members were “pro- 
moted" to open psychiatric units or out- 
patient status. Several of the patients 
continued in the group after becoming 
outpatients, and one patient (EF) was ad- 
mitted to the group as an outpatient. At 
the end of the group experience, most of 
the members were not hospitalized. 

Despite the prohibition against it, acting- 
out remained a slight threat in the group 
situation. FG acted out on two occasions, 
once by throwing a paper cup full of a soft 
drink across the room, and another time 
by deliberately breaking her eyeglasses. 
Each time, the group, acting as a unit, 
pointed out to her that her actions were 
not acceptable and, in fact, were “crazy.” 
BC acted out in the group just before be- 
ing readmitted to the hospital for a short 
time because of a blatant psychotic break. 
Her actions at this time duplicated those 
reported by her therapist in individual 
therapy. (Her therapist was permissive 
With respect to actingout in individual 
therapy.) Her acting-out in the group con- 
sisted of making irritating sounds, scraping 
ash trays, rocking furiously back and forth 
in her chair, and, finally, sitting on the 
floor during the group therapy sessions. 
Just prior to her rehospitalization, she was 
Sitting on the floor playing with a toy car. 
At the next-to-last meeting of the group, 
when most of the group members had been 
transferred to other therapists and the 
group consisted of only three patients, BC, 
after being under some pressure of con- 
frontation by this therapist, cursed him, 
mildly attacked him by swinging her coat 
at him, and stomped out of the group, 
slamming the door behind her. She almost 
immediately returned and attempted to 
make peace with the group. 

Acting-out behavior by group members 
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always resulted in obvious anxiety in the 
group. The therapist was always aware of 
some anxiety in himself at the time of these 
incidents. He found that it was necessary 
for him to be firm and authoritative in 
prohibiting these actions and instructing 
the patients to substitute words for actions. 
In retrospect, it would seem that the big- 
gest threat to the therapist was that the 
patient might not obey his authoritative 
command to put actions into words. With 
the exception of BC's behavior in one of 
the terminal sessions, there was never a 
physical action directed to a member or 
to the group leader by another member. 
There were many emotional outbursts, in- 
cluding crying, quiet tearfulness, rocking 
in one’s chair, cursing, and often a frank 
and angry verbal assault by one member 
on another, or on the group leader. The 
group commented, time after time, upon 
the significance of the verbal assaults. 
These assaults always appeared to be a 
criticism of one member by another con- 
cerning a trait seen in the one criticized 
that the criticizer herself possessed and of 
which she was self-critical. This phe- 
nomenon was so obvious that at times 
the group’s reaction to the revealing be- 
havior was one of seemingly inappropriate 
laughter. 

Every effort was made by the group 
leader to keep the group interaction in the 
“here and now” and pertinent to present 
feelings, to avoid the anecdotal and his- 
torical rambling noted in some groups and 
in some individual therapy. 

As stated earlier, candidness was encour- 
aged; the patients used the therapist as a 
model. The therapist was firmly candid 
as often as it could be tolerated by the 
group, himself, and the observer. Phrases 
such as “You are acting crazyl", "Who is 
it that you want to kill?”, “What you say is 
frightening!” and “It is distressing to have 
you ignore your murderous feelings, as you 
apparently are doing!” were used. 
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"There were some reservations on the part 
of the therapist about being this candid 
and direct with patients who were so close 
to self-murder, and the directness was there- 
fore very carefully regulated according to 
the reaction of the member involved and 
the group generally. It was found, how- 
ever, that regulation of the "doses" was 
better and more effectively accomplished 
by the group itself than by the therapist. 
Many maneuvers were used by the group 
to accomplish this: defense of one member 
of the group by another, changing the sub- 
ject, confrontation of the therapist with 
his own statements and candid disagree- 
ment with him, and nonverbal communi- 
cation such as tearfulness or handwringing. 

The vignette that follows gives the 
"flavor" of a typical therapy session. This 
one took place in the seventh month of 
the program. Present were Doctor I, the 
therapist, Doctor B, the observer, and seven 
patients: AB, BC, FG, EF, GH, NM, and 
HI. 


BC: "Where's CD?" 

Doctor I: "She is in the hospital. She is in a 
coma; she took an overdose of pills.” (CD was on 
indefinite leave from the hospital as an outpatient.) 

BC (showing signs of amazement and great in- 
terest): Where's FG?” 

Doctor I: “I don’t know.” 

BC (angrily and loudly): “What do you mean 
you don’t know?” 

Doctor I: “I answered you honestly; I just don’t 
know.” 

BC: “You've got to know; it’s your business to 
know.” 

Doctor I: "I'm afraid I don't know.” (Long si- 
lence) 

Doctor I to GH: "How are you?" 

GH silently raises her eyebrows and spreads her 
hands. 

MN: "I've had enough tantrums at home without 
BC having one." (BC looks angry and rocks in her 
chair.) 

BC: "D'ya want me to leave?" 

MN: "No, I don’t.” 

BC: "I don't need anybody to like me; is that 
a good enough reason?" 


Doctor I: "I disagree with you. I think you 
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need someone to like you.” 
“How are you?” 

MN (apologetically): “I feel sorry for the new 
girls. It's not always like this.” (Long silence) 

FG enters late accompanied by attendant and 
says brightly: “Good Morning!” 

MN (pleasantly): “How was the visit?” 

FG: “It didn't go well. I knifed myself." 

BC (sarcastically): “Did you do a good job?” 

FG (meekly and smiling): “No.” "a 

GH (concernedly): “What are you going to do 
now, FG?" 

FG (meekly and placidly, still smiling): “Stay 
here.” 
| GH: 

FG: “Yes.” ri 

GH: “You look pretty bright-eyed and bushy- 
tailed to mel" fi 

FG (flatly): “Well, mentally I feel fine. Physi- 
cally, I think I'm catching a little cold.” 

GH: "I would think you'd feel depressed. I 
feel nervous; I'd kick myself. I think I could kick 
myself now. I think I've ruined my chances of 
getting out of the hospital." 

Doctor I to FG: "Are you able to share your 
feelings with the rest of us today?" 1 
FG (blankly, still smiling, wide-eyed and un- 
blinking): "I felt I had to do this to myself. It hos 
a compulsory act. I took a knife, held it against | 

my stomach, and ran into a wall." 

Doctor I: “Compulsory?” 

FG: "Yes, there was a something that told me 
to do this." 

Doctor I: "What was this something that told 
you this?" 

FG: "A voice said, 'FG, kill yourself! You're nos 
worthy to live Things were going along so ae 
I took all my medication. I took some pain killers 
and I was really trying to do away with m 
(Tearfully) I just don’t want to live.” 

Doctor I: “There is a part of you that does Want 
to live, and a part that doesn't. The part that 
does commanded you to cat well, sleep, and 80 
forth." 

FG: "That's the part that I need to do away 
with. I want to do away with that part!” 

Doctor I: “That part will go on living!" (P: ause) 

GH: “Did CD find out something when she TA 
on the hospital ward? What was wrong with ad 
(CD had been hospitalized for one week just P' 
ously for a gastrointestinal condition.) , be | 

Doctor I: "I think you want a good rational et 
son for CD making this self-destructive act and 
FG doing the same. There is no good rati 
reason there for me to tell you about." bs 

GH: "Maybe I was wishing for this. It woul 


(Turning to MN) - 


“And ask for more shock?” 


The Crisis Club 


nice to have a rational explanation so that I could 
avoid doing the same.” 

Doctor I: “And if you knew all the reasons you 
could avoid the truth?” 

MN: “I wonder where the coward is in all these 
people.” 

Doctor I: “Coward?” 

MN: “When I hear all this about people at- 
tempting suicide, I wonder how these people can 
be so brave.” 

Doctor I: “I am impatient with this ‘bravery’ 
you mention. I've heard it called bravery and I 
think it's hogwash!” 

MN: “I can't understand it. I'd like to be able 
to understand why. Sometimes I think I could 
kill myself. I'd like to know why. Maybe it's be- 
cause I know there is so much to live for." 

BC (puts her head down on her arms); “I don't 
enjoy these self-destructive acts. I tend to suffer 
with them." (Sarcastically to Dr. I) “Doctor I, why 
don’t you pass your magic formula on to us? Good 
old Doctor I—mature, patient, stable, and strong. 
What is your magic formula?” 

Doctor I: “I don’t have any magic formula; I 
think I have told you that a thousand times.” 

GH: “What have you got, Doctor I, that we 
haven't got?” 

Doctor I: “You attribute supernatural powers to 
me, That is unrealistic.” 

GH: “You have something we haven't got.” 

Doctor I: “Such as——?" 

GH: “I don't think you have anything we 
haven't." 

Doctor I: "You just said that I had. I get real 
uncomfortable when you attribute supernatural 
powers to me. I feel that I am heading for a fall. 
It seems that you are setting me up, only to knock 
me down, I feel your message is almost the oppo- 
site to making me godlike.” 

GH: “I had a psychotherapist, you recall? That 
Was Doctor K, After seeing me for awhile, he 
committed suicide——1" 

Doctor I: “That must have been a blow to you. 
You have something more to say about that?” 

GH, silently contemplating, nods her head “no.” 

Doctor I: “I have something—but it is not 
magic.” (Long silence. To BC, who continues to 
act angry, pouts, holds her head on her arms, and 
sighs loudly at times): “Are you angry with me?” 
(No answer) “You act angry with me and I do not 
know why you should be angry with me.” (Long 
silence) 

a BC lifts her head and glares at the observer: 

What's knuckleheaded Pete (the observer) doing 
down there? What has he to say for himself? He 
just sits there and keeps scribbling” (angrily and 
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sarcastically). Turns to Dr, I and says, “Who 
could be mad at you, good old lovable Daddy-O 
Doctor I?” 

Doctor I: “I am not your Daddy.” 

BC: “I didn’t say you were.” (Retreats into an 
angry expression and silence again. Long silence. 
Doctor I turns to newer members) 

EF: “It has been very interesting!” 

Doctor I: “How does it make you feel?” 

EF: “Rather frightened. It's pretty darned 
frightening!” 

BC: “What’s so frightening?” 

GH: “I want to live, EF, why do you want to 
live?” 

EF: “I have three children and a good husband.” 

FG: “Well, I have five children and a husband.” 
(whispered) 

GH: “She whispered it.” 

AB (speaking for the first time): “You are being 
facetious.” 

GH: “You know what I feel about FG," (Re- 
ferring to her remarks in previous sessions about 
FG being a “poor little frightened bird"): “I think 
she does it all just to get attention.” 

MN: “I think she says this is something I can 
do." 

FG: "There's something—you are close to it.” 

GH: "You said you are a good mother." 

FG: "No, I didn't. You should have secn the 
house when I was home on visit. I can never get 
it fixed." 

EF: "I think you can." 

AB: "If you did it once, why can't you do it 
again?" 

FG (to MN): "I disagree with you many times 
about things you say in this group." 

MN: "I still think I'm right. It’s hard to pick 
up with six children, I am too critical; I want 
to do the impossible right away. The only thing 
to do is do it.” (Referring to her previously stated 
intention of leaving her husband.) 

Doctor I (to FG): "Its obvious that you are 
needed at home, yet you do everything you can to 
stay in the hospital, to get shock, to stay on a 
closed ward, and to kill yourself.” 

FG: “That’s exactly what I have been doing. i 
don’t want responsibility. I wish this biting would 
cease!” (Bursts into tears) 

Doctor I: “Do you want me to tell you that you 
could have more peace?” 

FG (to EF): “How old are you and how many 
children do you have?” 

EF answers, stating her age and the ages of her 
children. 

FG, comparing, states her age and the ages of 
her children. 
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EF (naively and girlishly: "Oh, my goodness! 
What a job!" 

Doctor I: “Exactly!” 

EF smiles and looks relieved. 

Doctor I; “I don’t know you very well. You give 
the appearance of being a simple, motherly type 
of woman." (Silence; turning to HI) “Is that Helen 
or Harriet?” 

HI: “Helen.” 

Doctor I: “Are you frightened?” 

HI: “Not a bit" (Flatly and staring) 

Doctor I: "EF said she was frightened. I'm sur- 
prised it doesn't also frighten you." 

HI: “No, I'm not frightened. I'm so self-absorbed 
Im objective about other people's problems." 

Doctor I: "Self-absorbed or detached?" (Silence) 
"Your detachment is disturbing to mel" 

HI: "Why?" 

Doctor I: "It must be awful to be so detached 
from people!" 

HI: "I'm not detached from people; I'm close to 
them!" 

Doctor I: "Good! So you're not detached?" 

HE "No, not really." (Flatly) "I'm not well 
| acquainted with these girls. They have got to 
| know me to know I'm not detached." 
| MN: “Have you thought about going home?” 

f HI: “I went home, but it didn’t work out well; 
| there was a lot of turmoil.” 

| BC (to AB): “Hi, AB." 

AB (to BC): “Hi.” (Said quietly and wistfully) 

| MN (to AB): “Have you gone out?” 

| AB: "No——" (Wistfully, again) 

Doctor I: “I wish you would complete your sen- 
tence. You didn't say the rest of it." 

AB (sighing wistfully): "I'm going out next week- 
| end" (Silence) 
| BC (sarcastically): “May I go get a drink, teacher?” 
| Doctor I: "I wonder why it is necessary for you 
to get a drink at this moment?" 

BC: "I am uncomfortable inside." 

HI: "She's an angry girl! My goodness!" 

Doctor I (to FG): “Do you have any control over 
your eyelids? You have a wide, unblinking ex- 
pression. I don't believe you have blinked your 
eyes once in this hour." 

FG: “I didn't know that I wasn't blinking.” 

BC (to FG, interrupting): "Close your eyes!” 

FG (to GH, changing the subject, flatly): "You're 
putting on some weight.” 

GH (lightly): “Thanks, kid. That’s one way of 
getting back at me. I don’t have your problem. 
But when I’m nervous and upset, I eat.” 

BC: "What's that mean, Doctor I?" 

Doctor I: “You don't want me to give you a lec- 
ture?—Maybe you do ... then you can't express 


your anger." 
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Doctor I: "Do you want to be a psychiatrist?" 

BC: “Yep. I'll hang up my shingle and Doctor 
I will be my first patient. Say, about that visit I 
had with Doctor Z (her individual therapist), I 
wonder why I get so disgusted with him. I'm not 
feeling anything. 1 just feel great." (She sighs 
and puts her head on her arms. Doctor I sighs 
quietly.) , 

GH: "Would you like me to be that sigh?" — .- 

Doctor I: "Go ahead, be that sigh." 

GH: "As a sigh, I would say: ‘I am impatient 
with BC.' I think she just wants us to be impatient 
with her." 

BC (angrily and loudly): "Well, I want you to 
know I'm not that old, sweet, lovable BC, under- 
stand?" (Silence) 

Doctor I (to AB): "You look like the cat that 
caught with the cream on its whiskers.” (Smile of ~ 
embarrassment from AB; no answer) 

MN (to BC): "Did you think we thought you 
were sweet and understanding? You made us think 
of you as a child!" , 

BC: "Don't you want to kick me out of the. 
club? Nobody loves me, everybody hates mel" 

Doctor I: "I don't think you'll get any proof of 
that. Personally, I don't think you can cross out . 
what I said." 

BC: "How come you never admit your feelings? 
Have a cigarette.” (Shoves a pack of cigarettes au 
the therapist) 

GH (taunting): “An apple for the teacher.” 

Doctor I: “I am not angry with you.” 

BC: "What do I have to do to make you angry? 
Say something, AB; don't just sit there with your 
teeth in your mouth; What are you writing?" 

AB: "Your name," (Silence) 

BC (to Doctor I): “Did you hear from my 
mother?" (Tearfully and wistfully—The patient 
had been contacted by the state hospital where ber 
mother had been hospitalized for a number of 
years and was awaiting some news about her- 
mother.) 

Doctor I nods: "No." x 1 

AB (answering BC's question): "I was just doo 
dling." 


BC: “Good old Doctor I!” | 
^ 


* 
is 


Comment 


At the end of the one-year group experi 
ence, there had been no successful suicides 
among the present or past members of ud 
group. No member of the original group | 
was an inpatient in the hospital. Sever 
members had been discharged and were a 
longer in therapy. 


a 


The Grisis Club 


The candid relationship and method of 
“first level interpretation” are a departure 
from conventional psychotherapy. This 
approach resulted in some complications, 
which are noted below. 

The rewards of this group experience 
were the following: (1) The therapist and 
the silent observer both felt that they had 
profited personally from the group inter- 
action. (2) They also felt that they had 
profited professionally from learning this 
technique. (3) No lives were lost, and it 
is probable that several were saved by this 
experience. The nonverbal message that 
most group members seemed to get from 
the candid “look at yourself” approach was 
one of an enormous amount of respect be- 
ing shown them by the leader and by group 
members, who were being candid with 
them and recognizing within them the 
strengths which they later were able to 
demonstrate. 

There was some resistance from the staff. 
One therapist reacted very verbally and 
was openly critical, stating that such 
an approach would result in patients’ be- 
coming more suicidal and murderous or 
overtly psychotic. Other personnel were 
frankly frightened by the approach and 
cautioned the therapist about the danger 
they saw. Some patients fed back into the 
group reactions of ward personnel to the 
group and to the individual patient’s in- 
clusion in it. Personnel were quoted as 
asking such questions as, “What goes on 
in that group?”, “Do you really think you 
are getting any good out of that group?”, 

Do you think the group is making you 
Worse?" "Are you more depressed after 
group meetings?", "Wouldn't you rather 
80 to the canteen (or beauty shop, or re- 
habilitation center) than go to the group?" 
One group member, DE, admittedly a 
favorite of the ward personnel came in 
Very direct communication with her suici- 
dal self and demonstrated marked anxiety, 
Which was transmitted to the ward person- 
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nel. They dealt with her in the classic way 
of intermittent full restraints for days on 
end. Administrative personnel far removed 
from the ward became critical and anxious 
about the unorthodox therapy and the 
dangers they saw. Consequently, many 
blocks to the smooth functioning of the 
group were encountered. At times it was 
necessary to establish better communica- 
tion with personnel from other wards since 
patients had been transferred and there 
was resistance to allowing them to con- 
tinue attending the group sessions. 

"Toward the latter half of the group ex- 
perience, the therapist and the observer 
became aware of their deep investment in 
the group and its members. This was em- 
phasized by the therapy supervisor, who 
stated that the therapist had a “love” for 
this group of people. Both the therapist 
and the observer were aware thereafter that 
they really did care about the people in 
the group and were determined to keep 
them alive and to help them become more 
emotionally mature individuals. 

In general, it may be said that the di- 
rect, confronting, candid approach used in 
this group experience is safer than is gen- 
erally conceded, and that it is effective. 
As a technique for treating the common 
psychiatric problem of depression, it would 
seem to offer advantages over conventional 


therapy. 
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C. PETER ROSENBAUM, M.D., PALO ALTO, CALIF. 


Planned experiment as a technique 
in “uncovering” psychotherapy 


In supportive psychotherapy, therapists fre- 
quently advise patients in a direct attempt 
to help them run their lives more effec- 
tively! In other forms of psychotherapy, 
they recommend that already existing path- 
ologic behavior patterns be continued de- 
liberately, under pain of punishment, in 
an attempt to control and diminish the 
pattern involved.? In traditional, "uncov- 
ering" psychotherapy, the best known in- 
stance of behavior control occurs when the 
therapist of the phobic patient feels the 
patient is ready to re-enter the phobogenic 
Situation in order to master it? Generally, 
however, therapists following a traditional 
approach are quite cautious about advising 
their patients to take certain actions for 
fear that this may contaminate the trans- 
ference relationship and thereby obscure 
understanding of unconscious determinants 
of behavior. 

3 There have been certain occasions in an 
uncovering” therapy in which patients 
have complained of being unable to control 
à behavior pattern that they recognize as 
Operating against their own. self-interest. 
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On some of these occasions I have suggested 
to the patients that, as an experiment, they 
deliberately enter the situation that has 
called forth the undesired behavior, paying 
attention to their own thoughts and feelings 
as they do so, to see if anything useful can 
be gained from the experience. 

If one assumes that the persistence of the 
unwanted behavior pattern represents a 
compromise solution of unconscious motiva- 
tions in the service of warding off anxiety, 
then the encouragement of the patient to 
re-enter the precipitating situation is, in 
effect, asking the patient to experience a 
micro-phobia, a mild anxiety that falls far 
short of qualifying as a serious phobia. My 
experience has been that some useful in- 
formation has emerged from some of these 
experiments and that, when they were not 
productive, no harm to the therapeutic 
situation was done. Some examples follow. 

Case 1: After two years of therapy in 
which a difficult marital situation had been 
somewhat improved, a 34-year-old woman 
lamented the frequency with which she got 
into “hollering” contests with her eight- 
year-old daughter. One source of conflict 
concerned the girl's bedwetting, which oc- 
curred once or twice a week. Each evening 
the mother nagged the daughter, urging her 
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to avoid liquids and to urinate just before 
going to bed. Sometimes the daughter 
obeyed; sometimes she didn't. 

In therapy, evidence emerged that the 
patient was treating her daughter as her 
own quite controlling mother had treated 
her. Furthermore, the patient felt that her 
self-esteem as a mother was being injured if 
she did not persist. A power struggle be- 
tween mother and daughter was develop- 
ing, and what was getting lost sight of in the 
struggle was that sleeping in a wet bed was 
more undesirable and unpleasant for the 
daughter than hearing about it was for the 
| mother. 
| Accordingly, I suggested to the mother 
| that she and her husband very carefully 
avoid any mention of evening liquids or 
| bedtime urination, after explaining to the 
, daughter that they were going to try to 
Change their ways. I suggested they hold 
to this line for a week, even if it meant a 
wet bed every night. I further suggested 
| that the mother try to examine her own 
| feelings and thoughts during the week. 
| By the end of the first week, the girl had 
not wet once (nor did she for the two weeks 
following). The mother was pleased with 
the outcome of the experiment, since it 
relieved her of the burden of having to nag 
the daughter. Furthermore, it brought 
into sharp focus her need to maintain a 
controlling, infantilizing relationship with 
her daughter, interfering with the daugh- 
ter’s growing needs and abilities for inde- 
pendent living in many areas of her life. 
Some very useful recollections of how her 
own mother had hampered the patient's 
, growth emerged, as well as an increasing 
awareness that she did not have to mother 
| in the same fashion. 

Additional dividends of the experiment 
came as the patient found herself able to 
help the daughter organize her own play 
space, where she could sew doll clothing 
and leave her dolls and tools in disarray as 
she wished, rather than, as previously, use 
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the mother's work table, only to arouse the 
patient's ire when the girl failed to clean 
up. The patient reported considerable 
more pleasure and less acrimony with her 
daughter in the weeks following the experi- 
ment, 

Case 2: Toward the end of his first year — 
of therapy, a 33-year-old graduate student 
had been spending some time trying to 
convince me that he was remarkably nice 
to his fellow human beings. I suspected | 
the patient was suppressing a good deal 
more competitive anger than he cared to 
admit to himself and that his need to be 
the “good guy” was in compensation for 
such wishes. The patient was dubious 
about this interpretation. A 

I proposed that the patient try an experi- 
ment for a week, When the patient felt 4 
the impulse to compliment one of his fel | 
lows, he was to deliver the compliment as 
planned, but he was to introspect immedi- 
ately afterward and see if there had been 
anything in his relationship with the com 
plimentee in the preceding hours or days 
that might have caused a hostile or com: 
petitive thought to cross the patient's mind. 

A week later the patient reported a tê- 
markable thing. He had been unable t0 
deliver a single one of the compliments that 
had come to mind. Instead, however, he 
became aware for the first time of his wishes 
to be complimented in the same manner - 
and of his anger at not receiving such c 
pliments. In addition, he became aware 0 
a good deal more competitiveness with 
fellow graduate students than he had pre 
viously recognized. a 

Therapy continued for two years E 
this experiment, and the patient wor : 


through many of his conflicts about ane. 
tiveness, competitiveness, and accomp 

ment. The experiment had been a 
spur to his progress. | 
pom dr A. 5 year-old scientist report 
difficulty in reading journals in his f a 
though he had little trouble with textbo? 
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He also reported that, although he had a 
number of potentially valuable theoretical 
projects on which he had worked over the 
years, he would bring them about 75 per 
cent of the way to completion, encounter 
a hurdle, and let the project languish on a 
shelf. Both of these failings bothered him 
considerably. 

Two similar experiments were proposed. 
The first was that he sit down with a jour- 
nal and attempt to read one of the articles 
he had not been able to get through before. 
He need not finish the article so long as he 
paid attention to what was going on within 
him as he made the attempt. Likewise, 
he was to attempt to renew work on one 
of his unfinished projects. 

What came to light was a previously un- 
conscious contempt for error imperma- 
nency, or superficiality in others or himself. 
Journal articles frequently struck him as 
Showing significant portions of all three 
attributes, whereas textbooks seemed to re- 
flect the accuracy, permanence, and wisdom 
that an established authority in the field 
deserved. Furthermore, the projects that 
he had put aside were generally of a very 
theoretical and profound scope; they were 
bold attempts to find solutions to problems 
in his field that had eluded world-famed 
men. He was afraid to pursue these proj- 
€cts and submit them for publication until 
they had been so well perfected that no one 
in the field could criticize him for the fail- 
ings he so much held in contempt. 

These insights stimulated recollections of 
his childhood. His mother, in retrospect, 
appeared as an incredibly disorganized, 
Confused woman. It took her hours to 
Organize the children to go to church on 
Sunday, and still they were always late. 
His mother changed religions frequently, 
, but usually neglected to look up the ad- 

dress of a new church she wished to attend. 
The mother was equally unpredictable and 
chaotic on weekdays, and the patient said 
he never knew what to expect next from 


her. The father seemed to be a weak and 
passive man who constantly made excuses 
to the children for the mother’s behavior. 

From the time he was a school boy, the 
patient had a strong interest in science. 
His one real escape from the chaos of his 
family was to retire to his room, under the 
pretext of studying for school, and immerse 
himself in his science books. The area he 
was most interested in was largely based on 
mathematics, the field coming closest to 
supplying what his family could not: clear, 
permanent, profound, true, and provable 
assertions about the workings of the world 
and universe. 

In therapy, attention shifted from the 
present-day inhibitions against reading and 
writing to earlier experience and back 
again. After several weeks, the patient 
found that he was reading journals with 
only moderate amounts of anxiety and had 
completed some of his projects to his own 
satisfaction. He had been able to show one 
of them to a colleague for suggestions and 
had sent a report on his work to a journal 
after the colleague had complimented him 
on the quality of his work. Both therapist 
and patient felt the original experiments 
were quite useful in bringing forth mate- 
rial that substantially helped the patient 
master the previously threatening situation. 

* * . 


A willingness to introduce such experi- 
ments reflects a certain philosophy about 
the goals of psychotherapy. I believe the 
therapy should be servant to the patient, 
as the etymology of the word “therapy” 
implies, rather than the patient be servant 
to the therapy or the technique. The vast 
majority of patients seeking psychiatric 
help can define many of the areas of their 
own functioning that distress them. It is 
the therapist's job to do whatever he can 
to help the patient overcome and master 
these problems in living employing as 
judicious a balance of the many techniques 
at his disposal as he can. In the cases cited 
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here, the major emphasis was on examining 
recurrent patterns of unwanted behavior 
in the present-day life situation and mak- 
ing use of recollections of earlier years 
when it looked as if such recollections 
could aid growth and mastery in the pres- 
ent. The experimentation described was 
a means to this goal. 
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Observations on joke-telling by 


It has been the writer's experience that the 


relating of jokes by children in therapy is 
à common occurrence. In keeping with a 


- psychoanalytical orientation, the more ego- 


defensive aspects of this type of communi- 
Cation were first highlighted in conceptual- 
izing its significance. Thus, resistances 
Were suspected, as manifested by the child’s 
Presumed attempts to control the thera- 
pist, his avoiding more meaningful topics, 
and his providing a stimulus with the in- 
tention of eliciting a specific and, what the 
child would regard as an almost predict- 
able, response from the therapist. How- 
ever, the interpretation of this phenom- 
enon primarily in terms of resistance 
seemed to obscure other important mean- 
Ings and left the therapist with a feeling 
of not really identifying the essence of 
what the child meant to convey. This 
Prompted a re-evaluation of the total con- 
text in which the joke-telling manifested 
Itself. 

One observation that seemed to have 
Some general validity was that children 
did not relate jokes to the therapist during 
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children 1n therapy 


the early stages of treatment, when they 
were not very familiar with the therapist 
and the anxiety of the uncertain relation- 
ship was still at a high level. On the con- 
trary, joke-telling occurred only later, 
when a positive transference existed. Sec- 
ond, children were most apt to rely on 
this type of interaction when their self- 
confidence and self-esteem had attained a 
considerably more adequate level than 
when they first entered therapy. Third, it 
often seemed to coincide with the child’s re- 
porting a series of pleasurable and novel 
extra-therapy activities, such as sight-seeing 

trips taken with members of the family. 
Thus, conditions facilitating a child's 
relating jokes seem to be almost incom- 
patible with those which would heighten 
a defensive reaction. I have gradually 
come to adopt a position, albeit tenta- 
tively, on joke-telling by child patients 
that stresses its significance in terms of ego- 
integrative functions, ie, of increased 
coping ability rather than a defensive 
maneuver. When children spontaneously 
decide to tell the therapist jokes, there 
seems to be a growing awareness of the 
effects that one person can have on an- 
other in an interpersonal relationship. 
There is also a feeling of greater equality 
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of status and, therefore, of greater ease in 
maintaining relationships. It appears to 
be very important for the child to want to 
share enjoyable experiences with another 
person, and to offer the therapist the ul- 
timate gift, namely, that of making him 
feel happy, perhaps in recompense for the 
positive affect that the child feels the 
therapist has been instrumental in pro- 
moting in him. Furthermore, the joke- 
telling implies an ability of the cbild to 
assert himself and to display his growing 
mastery over affectladen material In 
view of these possible meanings, it is not 
surprising that the onset of the relating 
of jokes often ushers in the final stages in 
therapy. 

This does not discount entirely the de- 
fensive significance that joke-telling may 


have for some child patients. Ho 
wish to stress a frequently ov 
meaning: that of ego strength and th 
structive deployment of psychic e 

These comments are focused 
behavior during therapy, not on 
behavior, which may more freq 
have a defensive meaning. (Ample 
ature is available on the dynamic 
ing of humor to adults, and some ex 
research has been conducted in this a 
The present observations are based 
perience with a group of child pat 
ranging in age from 7 through 13. © 
children, it has been the author's 
ence, do not typically tend to 
clearly definable jokes during theraj 
sions, although they may at times 
a teasing or bantering approach, 
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Recreation therapy for the aged 


The 68-year-old man arose from his chair 
when his name was called, came to the 
front of the room, and carefully tossed 


™ twelve rubber rings against the board on 


z 
i 


the table. Nine of them landed on the 
hooks of the board. He had made the 
highest score of the group. He smiled 
faintly at the applause as he made his way 
back to his seat. 

The silent, 73-year-old man in the wheel- 
chair began to move his lips to the words 
of the familiar song as the aide bending 
Over his shoulder continued to sing the 
song and to encourage him. The rest of the 
group sang or tapped their feet as the thera- 
pist played the old melody. 

At first protesting mildly, the 70-year-old 
man who walked with much difficulty was 
lifted carefully into the swimming pool. As 
he felt the buoyancy of the supporting 
water about him, he began to walk, hand 
in hand with the therapist, through the 
water, 

These three men are not only elderly; 
they are also mentally ill. They are 
Patients at the Veterans Administration 
TUE a Ur HE team 
thea recreation specialist at the Veterans 

nistration Hospital in Brockton, Mass. 


psychiatric patient 


Hospital, Brockton, Massachusetts. At this 
hospital, recreation therapy is making a 
substantial contribution to the rehabilita- 
tion of the aged psychiatric patient. To- 
gether with the other modalities of the hos- 
pital's physical medicine and rehabilitation 
service, it is vitally concerned with achiev- 
ing the discharge into the community of 
the older mental patient. 

As Duncan? states, “We have passed 
from a time when men were fortunate to be 
assured of the necessities of food, drink, 
clothing and shelter to a time when all of 
these are taken as the right of all and in 
fact exist for all...” Accordingly, at Brock- 
ton hospital the aged psychiatric patient is 
treated and rehabilitated in much the same 
fashion as younger patients. Hilleboe* 
points out, “The goal must be to prevent 
and delay deterioration and to rehabilitate 
the aged sick, whenever possible, to inde- 
pendent living outside institutional walls 
. . + [for] of the 15,000,000 persons in the 
United States more than 65 years old, 
750,000 are in institutions.” Furthermore, 
it is estimated that 750,000 more beds for 
such patients will be needed in the next 
twenty years unless something is done. The 
rate of geriatric occupancy in public men- 
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tal health hospitals is already one in three 
beds? 

At Brockton, staff members at all levels 
—not just those directly concerned with 
recreation or with physical medicine and 
rehabilitation—aim to help the patient 
eventually to return to the community. 
On the wards, the physician and his team, 
the nurse, the aides, and the recreation 
therapist all have the same convictions and 
goals. Thus, the patient has everyone 
"working for him." 

Literature on recreation for the hospital- 
ized psychogeriatric patient is almost non- 
existent. Most of the material covers only 
the broad aspects of the problem. Rosen- 
baum and Bachrach,* for example, give 
this general description of the condition of 
the aged psychiatric patient: 

The behavior patterns of these elderly psychiatric 
patients, who for the most part have long periods 
of hospitalization, is a composite of chronic men- 
tal disorder with superimposition of aging. The 
effects of long hospitalization also play a role in the 
entire behavior pattern. It is noted that schizo- 
phrenic disturbance tends to be modified by the 
aging process, but this minor gain is more than off- 
set by the inroads of physical deterioration and 
mental discouragement. 


Occupational therapy has moved away 
from the formerly exclusive goals of physi- 
cal and orthopedic improvement into a 
more comprehensive program that includes 
psychologic and sociologic rehabilitation, 
according to Wolff5 The aim, he says, is 
"keeping the elderly patient in good emo- 
tional equilibrium by all means available." 
Recreation therapy has also moved in this 
direction. Today at Brockton, recreation 
therapy is helping the elderly patient 
toward an emotional equilibrium suffi- 
ciently stable to make his discharge from 
the hospital increasingly practical. The 
recreation therapist dealing with aged pa- 
tients does not show the reluctance noted 
in psychotherapists by Kastenbaum,* who 
said that they “tend to avoid rather than 
seek contact with the aged"—an attitude 
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that has added to the bleakness of ] 
the geriatic patient, who is already 
to write himself off as unprofitable | ¢ 
prise. 

Riccitelli * notes, “There is an 
creasing awareness among those intet 
in geriatrics that the institutional ca 
the aged and infirm must include re 
tion as part of its total program. ... 
people must be kept busy and happy, 
re-educated to a different attitude so 
they may gain their self-respect.” Fer 
ber and Hammil 8 comment, “, . . in 
and inactive years there is too much I 
without purpose . . . This gap m 
filled with recreational activities 
assume any form that will fit the 
concerned, whether they be ambulato r 
not.” 

At the Brockton hospital, the ri 
program has been developed in 2 
with this philosophy. 


The Program 


Scheduled recreation at Brockton 
cludes motivational programs (m 
apy, group social recreation, and 
sports), social programs (evening 
cials, Sunday coffee hours, summer 
outs, and dances), and spectator 
(sporting events, variety shows, sl 
tures, concerts, and movies). 


Motivational programs 


The purpose of the structured da) 
programs is to motivate groups of. 
according to their level of compre 
and to achieve a higher degree of. 
interaction, or participation, than 
ily occurs among them. 

Music therapy. With geriatric 
the emphasis is on individual intei 
between each patient in the grou | 
therapist in charge. When group sing 
conducted with song sheets, pal 
encouraged to select songs by 
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number even when this causes some delay. 
If the name of the song is given by the 
patient, he is asked to supply the number, 
and vice versa. The indefinite answer 
“Any of these are all right” or “All of these 
are good” is not immediately accepted. A 
specific request is sought, This may not 
work the first time, nor the second time, 
nor the third time, but it does work after 
a number of times with many patients. 
Small gains such as these open the way to 
greater gains as patients are exposed to 
successive programs. 

The therapist accepts requests for songs 
other than those on the song sheets and 
plays them whenever possible. Some el- 
derly patients request the same song every 
week, and such repetition is quite natural. 
The group as a whole is not bored by it. 
All requests unfilled during one program 
are scrupulously noted and included in 
subsequent programs, The therapist wins 


` the confidence and interest of his patients 


by faithful compliance with these requests. 

Over a period of time, the recreation 
therapist gains knowledge of the favorite 
Songs of various patients and uses this in- 
formation to stimulate each patient in 
turn, The interest of the whole group is 
thereby roused. Natural or latent musical 
ability is encouraged and developed when- 
ever possible. Applause is used extensively 
(supported by nursing personnel present). 
, Conversation between therapist and pa- 
tient is always welcomed, even though this 
Means a digression from program content. 
A discussion of the old songs revives pleas- 
ant memories and often causes silent pa- 
tients to break through with pertinent 
comment, 

The tactics of the community song 
leader are not in order. Too great a dis- 
Play of enthusiasm and exhortation may 
cause the geriatric patient to withdraw 
ftom participation of any kind, for he may 
Tesent pressure, Far more satisfaction to 
the patient is obtained if he is left to enjoy 
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the music by his own means, audibly sing- 
ing, moving his lips to the words, tapping 
his foot, or simply following the words on 
the song sheet as the song is played. 

If the therapist has the assistance of nurs- 
ing assistants or volunteers, they should sit 
beside patients who are unable to read the 
song sheet and sing the words to them. 
Often a concentrated effort on the part of 
the nursing assistant or volunteer results 
in the patient's taking up the words of a 
familiar song and singing them himself. 

Programs of listening to serious music 
are interspersed among the more highly 
motivated programs. Live performances by 
patients, yolunteers, and staff are used, as 
well as recorded music. In such instances 
the patient listens to the music without in- 
terruption. 

When other programs fail to reach the 
aged psychiatric patient, music remains 
the most pervasive, most basic medium of 
social interchange for him, The playing 
of appropriate music in effect retells the 
story of happier days, recalling warm mem- 
ories and pleasant associations. The ex- 
perience is sensory rather than intellectual, 
referential rather than absolute. 


Group social recreation. "This is a highly 
structured, motivational activity that in- 
cludes both musical material and a non- 
musical competitive event. The first 15 
or 20 minutes of a 45-minute program are 
devoted to group singing. The group 
games usually are scheduled for 20 or 25 
minutes, the average attention span of the 
aged psychiatric patient. Small prizes are 
awarded for top participators, and the 
count of the actual patients participating 
is noted in a report of the activity. 


Adapted sports. A physician spoke of 
one of his patients to the recreation thera- 
pist at the edge of the swimming pool, “If 
you can make him stand erect in the water, 
he will breathe better and he will feel bet- 
er" The doctor had recommended correc- 
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tive swimming for this aged psychiatric pa- 
tient. 

'The geriatric patient participates in 
"handicapped swimming," and "adapted 
sports" even to the extent that nonambula- 
tory patients are brought to the swimming 
pool or gymnasium in wheelchairs. Swim- 
ming for the physically handicapped at 
Brockton is, however, a special program, 
and is mentioned here only in passing. 

For many geriatric patients who do not 
ordinarily leave their wards, programs of 
adapted sports are conducted on the ward. 
Floor games of golf, bowling, shuffleboard, 
ball rolling, and rubber darts are all 
adapted to the capabilities of the aged pa- 
tient. Scores are kept, small awards are 
made, status is attained, and satisfaction is 
created. 

Programs are regularly scheduled. Nurs- 
ing personnel assist the therapist. All avail- 
able patients are gathered in the day room 
at the appointed time. The television set 
is turned off. Chairs in the room are ar- 
ranged so that seated patients may watch 
the action. 

Patients are urged to participate individ- 
ually. Scores are recorded on a blackboard 
so that the entire group can follow the re- 
sults. Applause is induced when an ex- 
ceptional score is made. Wheelchair pa- 
tients perform with the others. 


Social programs 


Social programs are generally held dur- 
ing evening hours and are less highly struc- 
tured than the regular daytime activities. 


Ward. socials. Once a week each ward 
is given a party by a group of volunteers 
who have "adopted the ward." Each vol- 
unteer group visits the patients once a 
month. These groups operate their own 
programs, under the supervision of the 
recreation therapist and with the assistance 
of the ward personnel. 

Music, dancing, group games, small table 
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games, and general socialization constitute 
the program material. As succeeding vis- 
its occur, volunteers and patients become 
better acquainted and develop the friendly 
relationship that, in turn, contributes to the 
resocialization of the patients. In this set- 
ting, these older patients tend to recall for- 
gotten social abilities and graces. 

After a training period, the volunteer 
groups conduct their own ward socials. 
Because three or four socials take place at 
the same time in each ward building, the 
recreation therapist remains in the back- 
ground. 'The volunteer group chairman 
undertakes the selection and preparation 
of program material, consulting with the 
therapist when necessary. 

Thus, a pattern develops in each ward 
social, making it different from all the 
others. The atmosphere of each party 18 
as varied as the people are varied. The 
volunteers are given full opportunity to 
add their own personal touches, which pa- 
tients enjoy so much. 

The two hours of a ward social are usu- 
ally scheduled as follows: 


7:00 Arrival on ward, greeting of patients, set- 
ting up of planned equipment for the ac 
tivity of the evening. 

7:15 Principal activity of the evening. 

8:30 Light refreshments and socialization. 

8:55 Saying good-bye and departure from ward 
by volunteers. 


Some examples of the principal activity 
of the evening are: beano for small prizes, 
and with many winners; horse racing game 
with small prizes awarded to many winning 
patients (holders of winning tickets); dane 
ing and singing; small table games, SU 
as whist, cribbage, and checkers, with many 
games in progress simultaneously; showing 
of colored slides with narration. ; 

On wards having the most regressed br 
tients, lower-level activities prevail, inclu 
ing marching or promenading to piano 
music or forming a circle for simple D 
dancing. Ward socials at this level ofte 
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generate a true party spirit among these 
very infirm patients. Those who cannot 
promenade or dance watch the proceedings, 
smiling with interest, 

The recreation therapist serves new ward 
social volunteer groups in the following 
manner; Co-operating with the hospial's 
director of volunteers, he assists in orient- 
ing the new volunteer groups in hospital 
policy and goals; he escorts the new group 
to a ward social given by an experienced 
volunteer group; he conducts the new 
group's first scheduled ward social, aided 
by group members, and he helps the new 
group in conducting its second ward social; 
he then relinquishes major responsibility 
for the program to the volunteer chairman, 
who handles subsequent socials, 

The recreation therapist readies all the 
equipment necessary for a ward social, in 
accordance with advance requests made by 
volunteer chairmen, On the evening of 
the activity, he greets the volunteer groups 
as they arrive and escorts them to the 
wards. He is present at the door when 
they leave to say “Thank you.” These sim- 
ple acts help to form a firm basis for volun- 
teer loyalty, without which no ward social 
Program can survive. 

After all the ward groups have arrived, 
the therapist checks his wards in rotation, 
Assisting volunteers and working with pa- 
Hents as he finds the time. He remains 
active throughout the evening, displaying 
a lively interest in what is going on. 

As previously noted, ward socials differ 
from the daytime recreational programs in 
that they are not so highly structured. Par- 
ticipation is not so strongly urged. The 
atmosphere is more “social,” 


Sunday coffee hours. Sponsored by volun- 
teer groups in much the same fashion as 
the ward socials, the Sunday afternoon 
Coffee hours are informal gatherings of pa- 
tients, their visitors, staff on duty, and 
Volunteers, Refreshments are simple, but 
Much attention is paid to the appearance 
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of the table. Volunteers bring table cloths, 
candles, and silver coffee service, all of 
which help to dress up the affair and create 
a warm social atmosphere. In such a set- 
ting the patients are more inclined to dress 
up and to be on their best behavior. There 
is usually background music. 


Summer cookouts. With the advent of 
warm weather, ward socials often take the 
form of cookouts sponsored by the volun- 
teer groups. 

Merely to cook and serve an outdoor 
meal is not a complete program. Social ac- 
tivities and group games usually follow 
the meal. For geriatric patients the cook- 
out takes place at a mealtime and replaces 
the regular meal Nursing personnel at- 
tend to the needs of individual patients and 
control overeating. Volunteers handle all 
the cooking and serving duties. 


Dances. On certain occasions, usually 
during the holiday season, special parties 
for the elderly patients are held at which 
dancing is featured. Although a minority 
of older patients actually dance, all seem 
to enjoy watching. Square dances by vari- 
ous groups are scheduled on a regular basis, 
supplementing the ward social programs. 
Usually these groups appear at several ward 
socials during an evening. 

Regular hospital-wide dances are held in 
the central recreation hall. The older pa- 
tient is encouraged to attend these affairs 
even if he is unable to dance. An addi- 
tional opportunity to dress up and to social- 
ize is thus afforded. 


Spectator programs 


Aged psychiatric patients are taken to 
spectator programs in the greatest possible 
number, utilizing all resources of staff, 
volunteers, and able-bodied patients to as- 
sist with the wheelchair and semi-ambula- 
tory patients, All but the bedridden are 


escorted to these affairs. 
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Authorization and Communication 


Directly upon his admission to the hos- 
pital, the aged psychiatric patient finds 
himself the focus of attention of the hos- 
pital staff. The first few days of his stay 
are devoted to diagnosis, testing, orienta- 
tion, and getting acquainted, 

The patient’s physician, after reviewing 
information and recommendations from his 
team members, refers the patient to the 
chief of the physical medicine and rehabili- 
tation service, who prescribes an appro- 
priate therapy program. This may include 
one or all of the following: educational 
therapy, exercise therapy, physical therapy, 
occupational therapy, industrial therapy, 
or recreation therapy. 

Therapy order sheets are issued, and a 
daily schedule of activities for the patient 
is established. The various therapists in 
charge of the activities record the patient's 
attendance. The progress of the patient is 
reported back to the ward physician by the 
therapist. 

Thus, the aged psychiatric patient 
participates in various activities under 
physician’s orders, with the complete co- 
operation of ward personnel. The ward 
physician is kept informed of the patient's 
behavior and progress. 


Component Roles 
Role of the recreation therapist 


Drew ? states very aptly, “I am convinced 
that the success of the program is equally 
dependent upon the personality of the 
therapist as well as . . . [the] modality 
used." The experienced recreation thera- 
pist develops and utilizes a carefully bal- 
anced combination of qualities, skills, and 
attitudes that not only extend and amplify 
his personality, but also create a truly pro- 
fessional bearing. 

What are some of these qualities? 

Sincerity of relationship is a key attrib- 
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ute. The mental patient has an uncanny 
ability to detect insincerity, and he will not 
be moved, but will withdraw, in its pres 
ence. Always, when talking to a patient, 
the experienced therapist talks "with" him 
rather than "down to" him. The thera- 
pist’s ability to lead the older patient is 
the guiding factor. They must meet at a 
common level before anything is achieved. 
Should the therapist attempt to operate | 
above this level, he will find himself alone | 
in his ivory tower, and his patients, for the 
most part, will be sound asleep as he strug- 
gles on. 

A relaxed manner of presentation rather 
than a forceful, driving enthusiasm de 
velops greater interest and acceptance in 
the aged psychiatric patient. 

Some wit and humor are welcome, but 
must be guarded. Most jokes and anecdotes 
fall upon deaf ears. The humor, if any, 
must be derived from an interaction be 
tween therapist and patient, based on the | 
therapist's knowledge of the individual pa | 
tient. 

The recreation therapist co-ordinates all | 
the elements in his working environment 
the patient himself, the nursing personnel, 
the volunteers, and, occasionally, visitors | 

He must plan in advance of each activity - 
the myriad details necessary for successful 
accomplishment. He must guide the volun- 
teer past the pitfalls that await the un | 
witting. He must be diplomatic and p^ 
tient with the occasionally demanding of 
unreasonable volunteer. At all times ht | 
must be lavish in his praise and sincere in 
his appreciation. 


Role of nursing personnel 

Nurses have been trained to be a s 
therapeutic force. They are indispensabl 
assistants in the recreation program. ii | 
are companions to the older patients dur 
ing activities, assisting them in focus!” dd 
the subject at hand. They can convert | 
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interested or confused patients into active 
participants. "They advise the therapist 
about the abilities and limitations of the 
patients, which vary from day to day. 

$ 
Role of the volunteer 


The volunteer is unpaid, and the pa- 
tients know this. Morris 1° says, “This gift 
of unselfish interest from the outside world 

* cannot be replaced; it is unique and ex- 
tremely valuable to the patient." The con- 
tribution of the volunteer has been dis- 
cussed above. 


Role of the hospital administration 


All that is being done for the psycho- 
' geriatric patient at the Brockton Veterans 
Administration Hospital would not be pos- 
sible without the conviction of the hospital 
=, administrators that the program in recrea- 
tion therapy helps to improve patients and 
to lead to their discharge from the hos- 
pital, thereby making beds available for 
other, waiting patients. Those responsible 
for administration at Brockton believe that 
recreational and other activities are neces- 
sary not only for the well-being of the older 
patients while they are hospitalized, but 
also for their improvement to a level 
that will enable them to be discharged 
from the hospital. This attitude filters 
down through the various echelons of su- 
Pervision and permeates all the hospital 
departments and services. 

Only under such conditions is a program 
such as that described made possible. As 
Morris and Jenson 1° have remarked, ^. - - 
any program of this sort must be desired 
rather than merely tolerated by the admin- 
istration of the hospital.” 
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Conclusions 


The hospital staff at Brockton feels that 
the recreation program for the aged psy- 
chiatric patient is an essential part of the 
total treatment program. Planned and 
regularly scheduled recreational activities 
help to re-establish the geriatric patient's 
individual dignity, reduce his feelings of 
hopelessness and. uselessness, provide him 
with a framework for achievement, with 
subsequent recognition and reward, and de- 
velop once again his half-forgotten tech- 
niques of socialization and enjoyment of 
his fellowmen. j 

The staff believes that a measure of 
happiness is engendered in the elderly pa- 
tient by recreation therapy, making him 
more receptive to other forms of treatment. 
Recreation therapy, in sum, helps to move 
substantial numbers of aged psychiatric 
patients out of the hospital and into the 
community. 
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Effects of Northern and Southern 
therapists on racially mixed 
psychotherapy groups 


Through the years there has been much 
conjecture concerning, but no experimental 
determination of, the effects produced by 
the presence of members of different races 
in psychotherapeutic groups. Further, 
there has been no attempt to evaluate 
whether the background of the therapist 
himself might facilitate or inhibit inter- 
action and communication among mem- 
bers of racially mixed groups. This study 
was initiated to determine the differential 
effects on therapy of racially and culturally 
mixed groups (in this case, white Northern, 
white Southern, and Negro subjects). In- 
cluded was the therapist “factor,” therapists 
of both Northern and Southern back- 
grounds being utilized. 

The study was to have followed a system 
of group process analysis ! for a total of ten 
sessions. This goal was not achieved be- 
cause a high dropout rate upset the planned 
structure of the group. In some cases, the 
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data would have been discarded and the 
study abandoned. Analysis of the data ob 
tained suggested that there were, within 
the design itself, factors that led to the 
early dissolution of groups. For ho 
son, all the data were carefully scrutinizee, 
and indices of communication levels an 
patterns were analyzed. The subjects were ' 
20 hospitalized male psychiatric patients 
Six white subjects had been born d 
reared in the North, seven white, born 2n 
reared in the South, and 7 Negro patients 
born and reared in the South. Members 
of each subgroup were assigned to pr 
psychotherapy groups, with a mio. 
two from each group: Northern whi A 
Southern white, and Southern Negro. E ^ 
ysis of group composition revealed no 5 E 
nificant differences among the groups a 
regard to average age, occupational leve» 
or social class. 


Procedure 3 

Two groups were conducted by e 
Southern therapists and the remaining FE 
by a white Northern therapist. Each P^" | 
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a similar approach to group psychotherapy, 
both theoretically and practically, a fact 
supported by analysis of the data. Each 
group was scored by a trained observer who 
watched group proceedings through a one- 
way vision mirror and listened to them by 
means of a stereo microphone arrangement 
visible to the subjects. 

Scoring of the verbal behavior of the 
group utilized a technique developed by 
Salzberg? This consisted of the scoring of 
each verbal response of each person, in- 
duding the therapist, during each group 
session. A response consisted of a sentence 
or group of sentences terminated by a 
pause of five seconds' duration or by the 
statement of another person within the 
group. The responses were scored as to 
whether each was: a personal response, in 
which the subject talked about himself or 
his problems; an environmental response, 
in which the subject engaged in discussions 
of the weather, a ball game, or other irrele- 
vant, non-problem-related subjects; or a 
group response, in which the subject inter- 
acted with other group members in discus- 
sions of their problems or problems of the 
group as a whole. 

In addition to the "content variables," 
each response was scored as to its direction 
and source (therapist, individual group 
members). Interaction measures were ob- 
tained for Northern white responses di- 
rected to other Northern whites, white 
Southerners, Negroes, the therapist, or the 
group as a whole. Similar combinations 
were obtained for both white Southern and 
Negro groups. Therapists were studied to 
determine to whom they directed their re- 
Sponses, the qualitative nature of their re- 
Sponses, and their frequency of occurrence. 

In the original formulation, there was 
to be a minimum of ten scored sessions 
With each group. The dropout of subjects 
from these voluntary sessions produced 
Structural changes in group composition. 
As a result, the study was terminated after 


each group had completed three sessions. 
This was the last point at which balance 
was maintained in each group. All groups 
continued to function for longer periods of 
time, but with a different combination of 
subjects. 

Data for groups containing more than 
two subjects of any classification were bal- 
anced so that the percentage of responses 
reported represented equal numbers of 
subjects. Such balancing could not com- 
pletely reduce the complexities induced by 
the additional permutations and combina- 
tions introduced when a third member of 
a given classification was present. The re- 
sults obtained were very similar to those 
for the two member classifications, and it is 
felt that at least a partial attenuation of 
differences was achieved. 

The interactions of all subjects and ther- 
apists in the study were analyzed, using the 
arrangement technique to determine 
whether there were differences between 
Northern and Southern therapists in their 
verbal behavior and the verbal behavior 
within their groups. Data were studied in 
terms of the response patterns of the three 
subgroups: Northern white, Southern 
white, and Southern Negro subjects. Re- 
sponse categories included all types of in- 
teraction between subgroups and thera- 
pists under the major response categories. 
For example, responses Were first classed 
as group, environmental, or personal, then 
the percentage of each was analyzed for the 
subgroups. How often Negroes interacted 
with Negroes using group responses, Ne- 

with Southern whites using group 
responses, Negroes with Northern whites 
using group responses, and so forth, was 


recorded. 
Results 


Many of the interactions revealed no sig- 
nificant differences and no trends. In 
therapist behavior, there was no suggestion 
that either Northern or Southern thera- 


9 —————— aa 


306 


| pists verbally utilized a different rate or 
| type of response to any subgroup. The 
average number of responses by the thera- 
pist was slightly, but mot significantly, 
higher for the groups conducted by the 
Northern therapist. Also, the total num- 
ber of statements by patients was slightly 
higher for the groups conducted by the 
Northern therapists, 163 to 154—again, a 
relatively consistent, but nonsignificant, 
factor. 

Patients in the various groups did reflect 
some differences in rates and types of re- 
sponse to therapists. There was a slight, 
but not significant, tendency for white 
Northern and Negro subjects to give a 
higher percentage of environmental re- 
sponses than other types of response to 
Southern therapists. "This trend was not 
| found in any group's response to the 
Northern therapist. The dominant and 
expected response pattern for all subjects 
was in the direction of giving more envi- 
Tonmental and personal responses, a uni- 
form finding in other studies of the group 
process during early sessions. 

Significant interaction problems were 
found in Negroes, who showed a much 
| higher frequency of environmental re- 
sponses (0.028 level) in the total responses 
|, in groups conducted by Southern thera- 
| pists. White Southern subjects showed no 
significant total response patterns to either 
type of therapist, though there was a slight 
tendency to respond with environmental 
| responses more frequently in the presence 
of a Northern therapist (0.07 level). White 
Northern patients gave a significantly 
greater number of personal responses to 
the Northern therapist (0.028 level) and of 
environmental responses to Southern ther- 
apists (0.04). 

The results of this study suggest that, 
though there were no noted verbal behav- 
ioral differences between Northern and 
Southern therapists, they were perceived 
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and responded to by patients in the study 
in a very different manner. Negroes and 
Northern whites tended to relate in a 
much more tentative and noncommittal 
manner to Southern therapists; and a trend 
toward a tentative, nondisclosing attitude 
was noted in the response of Southern 
white subjects to the Northern therapist. 

As previously indicated, the groups were 
unable to remain together until the original 
criterion level of ten sessions was met. 
"This does not mean, however, that all the 
groups dissolved or fell apart. Most con- 
tinued, but with a marked shift in balance 
of the group. Absenteeism in the groups 
became a problem, but no one group 
(white Northern, white Southern, or Ne- 
gro) could be identified as clearly being 
responsible for this absenteeism. 

The results did not suggest that this was 
an impossible combination of subjects. 
Some Negroes, Southern whites, and 
Northern whites remained in groups con- 
ducted by Northern and Southern thera- 
pists. In other psychotherapy groups prior 
to this study, subjects were observed to 
work effectively together regardless of ra- 
cial and cultural differences, though only 
after a lengthy period of selecting and sort- 
ing in which some members of each group 
(Northern white, Southern white, and Ne- 
gto) dropped out or worked through their 
communication problems with other group 
members, 

The primary indication is that mixed 
groups place an additional strain on an 
already difficult situation with respect to 
communication. The therapist who would 
work in this dimension must be aware of 
the defensive character of the mixed group 
interactions and the inclination to relate 
on a superficial level, if at all, The thera- 
pist should accordingly take all necessary 
Steps to work through interracial and inter- 
cultural differences as a preliminary stage 
of group psychotherapy. Unless such prob- 
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Racially mixed psychotherapy groups 


lems are effectively worked through, 
groups may dissolve or interactions fail to 
develop. 


Summary 


An attempt was made to determine 
whether Northern white, Southern white, 
and Negro subjects could interact in group 
psychotherapy. An additional variable 
was the use of Southern white and North- 
ern white therapists. Although there was 
no difference in the behavior of the thera- 
pists, as measured by analysis of their ver- 
bal responses, the subjects themselves did 
respond differently. This was especially 
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true in the responses of the Northern white 
and the Negro subjects, who related in a 
more tentative, noncommittal manner to 
the Southern therapists. Some of the 
problems arising from these communica- 
tion difficulties were felt to be responsible 
for the early dropping-out of some mem- 
bers from the group. 
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OUTCOMES OF COUNSELING AND 
PSYCHOTHERAPY 


By Thomas Volsky, Jr., et al. 


Minneapolis, University of Minnesota Press, 1965. 
208 pp.; $5.50 


Most trail-blazing research efforts in psy- 
chotherapy have produced disappointing 
or inconclusive results. Unfortunately, this 
work is no exception, It is not a book that 
would be of interest to the lay reader or 
to the non-research-oriented therapist. It 
is concerned with design, theory, and con- 
cepts of research as they apply to measuring 
the outcomes of counseling. There is no 
specification of therapy techniques. 

The first six chapters present a cogent 
view of the design and theory of research 
in psychotherapy, Minnesota style. Much 
of the book is devoted to the research at 
the Student Counseling Bureau in Min- 
nesota. Using three major variables— 
manifest anxiety, defensiveness, and prob- 
lem-solving effectiveness—and two auxiliary 
concepts—motivation to change oneself 
through counseling and Perception of 
counseling—the authors designed instru- 
ments for their measurement. These were 
then applied to a formal research design 
to determine whether counseling produces 
more change than time lapse, effects of 
counselor variability, effects of client ex- 
pectancy and client motivation, and their 
interaction effects. The results obtained 
did not support the hoped-for contention 
that individuals assigned to two groups, 
one receiving counseling immediately and 
the other after some time had elapsed, 
would reflect positive changes on the basis 
of the counseling. 

The authors discuss the failure to estab- 
lish clear-cut results. It would appear to 

the reviewer that their willingness to mini- 
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mize the importance of process analysis ai 
deal almost exclusively with outcomes 
counseling might well have built in e 
necessary conditions for “non-significance,” 

Despite the limitations noted, the bo 
is valuable, and is recommended to an 
one who conducts research on psych 
therapy and counseling.—R. V, HE 
Pu.D., Columbia, S. C. 


THE PSYCHIATRIC UNIT IN A 
GENERAL HOSPITAL 


482 pp.; $10.00 


In December 1945, Dr. M. Ralph Kaufman 
was appointed director of a new Depa a 
ment of Psychiatry at The Mount Sinai 
Hospital in New York City. In December | 
1962, after an 18-year period of outi 
standing growth and development, the 
Department of Psychiatry moved into ne 
headquarters—a magnificently equipped 
nine-story building on Madison Avenue ; 
mid-Manhattan. The department was, offi D 
cially renamed The Institute of Psychiatry — 
of The Mount Sinai Hospital. This vol- 
ume, edited by Dr. Kaufman, is a report of 
the proceedings of the Dedication Confer 
ence in 1963. uM 
The presentations are divided into six 
main sections: The Setting and Its Personam 
nel; The Patient; Therapeutic Programs; 
"Training and Education Programs; ra 
search; and Impact. Each section, m4! bi 
up of brief papers by outstanding figures - 
in American psychiatry, is followed by 3 — 
prepared, formal discussion and an edite : 
account of the general discussion from th t 
audience. 2 
The carefully distilled experiences andi 
thoughts of a distinguished panel of teachi 
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ers, clinicians, and investigators provide 


the basis of this instructive and provocative 
text. It offers useful material for discus- 
sion groups and seminars in general hos- 
pitals that are initiating similar programs. 
It is regrettable that this volume, with its 
potential value as a text and reference 
book, does not have an index. 

This commemorative work is worthy of 
the past history of The Mount Sinai Hos- 
pital Department of Psychiatry. The 
thoughtfulness with which the proceedings 
were prepared augurs well for a brilliant 
future for the new Mount Sinai Hospital 
Institute of Psychiatry—Louis Linn, M.D., 
Bronx, N. Y. 


STRATEGIES OF MENTAL 
HOSPITAL CHANGE 


By J. W. Dykins et al. 


Boston, the Department of Mental Health of the 
Commonwealth of Massachusetts, 1964. 187 pp. 


No one seems happy with the large public 
mental hospital, and everyone wants to get 
into the act of trying to improve it. This 
short book is an account of a federally as- 
sisted project at the Northampton (Mass.) 
State Hospital. Many aspects of hospital 
life and operation were studied. The 
sophisticated statistical techniques €m- 
ployed make the work hard for the statisti- 
cally naive reader to follow. 

The results suggest that public hospitals 
need more community contacts, better 
aftercare programs, a “therapeutic commu- 
nity” orientation, more dynamic use of so- 
cial work, music, psychodrama, dance, and 
Tecreational, and patient-government activi- 
ties, and better in-service training of per- 
sonnel. This study indicates that the com- 
munity doesn’t really expect patients to be 
Iéturned to it, doesn't see the patient's hos- 
Pital progress the way it sees it in a general 
hospital—i.e., as a step-by-step movement 
toward recovery. The analogy is made of 
Visualizing a public school system from 
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which no pupil was ever graduated. Thus, 
the superintendent of a public mental hos- 
pital has to run counter to a good deal of 
community expectation, While this is 
scarcely a new idea, it is here well pre- 
sented and challenging. : 

The study emphasizes the need for chang: 
ing the people in control as well as chang- 
ing institutional patterns. The brakes on 
such changes include the fact that too 
much hospital authority is vested in perma- 
nent, well-entrenched staff people at both 
the professional and the nonprofessional 
level. The physical isolation of most pub- 
lic hospitals is, of course, another factor; 
and the psychological isolation is even more 
important. The concept of a hospital as 
a total community is another difficulty. A 
hospital superintendent will often boast 
that his institution has a gift shop, a rail- 
way siding, a moving picture theatre, à 
gymnasium, an apartment house, a fire de- 
partment, a bank, a post office, a beauty 
parlor, and all the other accouterments of 
a total “culture.” In truth, he should be 
embarrassed at this, not proud of it. The 
aim surely is to get patients into the out- 
side community; and making the hospital 
an inbred, total community in itself is 
scarcely the way to do it. What may make 
it worse, indeed, is the all-too-common 
situation in which the senior personnel live 
on the grounds and find their social and 
recreational life in the hospital. Thus, 
their orbit becomes narrower and, with it, 
the orbit of the patient must become more 
restricted. " 

This paperback is hard reading, and 
some may find it crowded with too many 
details and made hazy by the presentation 
of some rather vague and theoretical con- 
cepts. Some may be troubled by the lack 
of crisp findings and suggestions. How- 
ever, the subject cannot be disposed of by 
glib recommendations. Here the project 
was effective not only in presenting usable 
recommendations, but also in holding up 
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a mirror for all hospital personnel to look 
into.—Ferix A. Ucko, M.D., Newark, N.J. 


BEHAVIORAL SCIENCE: 
CONTRIBUTIONS TO PSYCHIATRY 


Edited by P. F. Regan and E. G. Pattishall 
Boston, Little, Brown, 1965. 553 pp. (The Interna- 
tional Psychiatry Clinics Series. Sold by subscrip- 
tion) 
This group of review and summary articles, 
writen primarily by faculty members of the 
University of Florida, is an excellent sam- 
pler of the realm of behavioral science ac- 
tivities and research. It covers several 
continua: from lower animals to humans, 
from microscopic analysis of behavior to 
macroscopic analysis of behavior, from the 
individual to the group, and from research 
to service (psychotherapy). The book is 
of much value to the reader who desires 
an overview of some important areas of 
concern in the sciences commonly desig- 
nated the “behavioral” sciences: anthropol- 
ogy, sociology, psychology, and (sometimes) 
psychiatry. Among the topics that the 
articles explore are behavioral genetics, 
ethnology, anthropology and sociology, 
cognition, development in learning, and 
the role of behavioral science in psychiatry. 
Each content area is well documented with 
recent references. It is a stimulating ex- 
perience to find in one volume this variety 
of topics, which do have basic relationships 
the one to the other, despite the superficial 
impression that they might, perhaps, be 
unrelated, The subject matter of any one 
of these articles is quite germane to the 
subject matter of its companion pieces. 
The Psychologist, psychiatrist, and social 
Scientist in contemporary times must nec- 
essarily work across interdisciplinary lines. 
Indeed, in advanced levels of learning and 
of research these lines are obliterated, 
This book recommends itself to the be- 
havioral scientist (broadly defined), whether 
he work in university department, school 


of education, medical school, or health. 
related professions. It would be carping 
to say that specific areas of content have 
been omitted from the collection. On the 
contrary, it is my impression that the selec- 
tions have been judicious and focus atten- 
tion on subject matter that has been too 
often neglected by the applied behavioral 
scientist. The psychologist and psychiatrist 
working in medical settings will find this 
book a mine of information for teaching 
purposes. It provides a pool of references 
that will annotate the principles of men- 
tal health—principles that too often are 
simply put forward as authoritative rules 
of thumb. The book encourages questions 
by the student, and provides some thought- 
ful answers in that it guides him to direc- 
tions of search,—Lro SHATIN, PH.D., South 
Orange, N. J. 


CLOSING THE GAP BETWEEN 
MEDICINE AND PSYCHIATRY 


By Wilfred Dorfman 


Springfield, Ill, Charles C Thomas, 1965. 210 pp; 
$8.50 


The interdependence of mind and body is 

obvious to all except, perhaps, a few unre- 
constructed psychodynamicists. But this | 
interrelationship is more talked about than 
acted upon. For example, almost every 
surgeon, family doctor, and gastroenterolo- 
gist will concede that emotional factors 
Play a role in peptic ulcer; yet few will 
bring in the psychiatrist as a team member 
in treating—or perhaps the word is "man- 
aging"—the patient. The gap between the 
two kinds of healer remains. Rising inter- 
est in psychosomatics may, indeed, have 
made the gap wider because many people 
assume that a psychosomatic explanation 
means a "psychic" interpretation of symp- 
toms. : 

In this highly readable and wittily writ 
ten little book, Dr. Dorfman reviews the 
major physiologic systems and shows how 
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emotional factors can lead to structural 
changes. The psychosomatic aspects of 
obesity, arthritis, and allergy are discussed. 
Also included is an interesting chapter on 
the role and pharmacology of antidepres- 
sants and tranquilizers in treating emo- 
tional and somatic illnesses. A brief but 
practical text on evaluating depression oc- 
cupies most of a chapter called “Principles 
in the Management of Emotional Illness.” 
Dr. Dorfman does not neglect the other 
side of the coin—the masking of structural 
disease by apparently emotional symptoms. 
To the psychiatrist or to the medical-surgi- 
cal specialist, much of the language will 
appear a bit elementary; but it is probably 
better to err on the side of clarity than on 
the side of obscurity. 
, The book should be particularly appeal- 
ing to psychologists, social workers, school 
teachers, and others in the nonmedical 
field who will here be helped toward a 
clearer understanding of the interweaving 
of emotional, anatomic, and pathologic 
factors in human  disorders.—FLORENCE 
Osucuowsk1, M.D., Cedar Grove, N. J. 


EVOLUTIONA STRATIFICA 


By Renato Balbi 
Naples, Italy, Arti Grafiche. 497 pp. 


Professor Balbi proposes to replace Hugh- 
ling Jackson's theory that nervous tissue 
evolves from the simple to the complex 
ànd from the general to the specific by his 
own hypothesis, which he calls stratified 
evolution. 

Stratified evolution is an outgrowth of 
Haeckel's law that “ontogeny recapitulates 
Phylogeny.” Applying this law to his 
theory, the author seeks to demonstrate 
that every level or stratum of nervous tissue 
function represents a different level of the 
Ontophylogenetic evolution. The nervous 
tissue structures during their evolutive de- 
velopment are interassociated. The mor- 
Phologic differentiation of these structures 
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is the expression of a functional differentia- 
tion. The archaic centers of the inferior 
strata assign their functions during develop- 
ment to the next center, which is genetic- 
ally more recent. These archaic centers 
(though inactive in the adult) are poten- 
tially active; and, if there is a lesion of a 
superior center, these inferior, inactive cen- 
ters become activated and function in a 
compensatory capacity. Hence, there is an 
assignment and reassignment of nervous 
tissue function that may go up and down 
the different levels of brain tissue. In this 
way, nervous tissue of different embryologic 
stages of development may have similar 
functions. 

This book is a serviceable text for any- 
one interested in the embryology and 
physiology of the central and peripheral 
nervous system, but no English translation 
is currently available.—N. FRANK RICCIOLI, 
M.D., New York, N. Y. 


NARCOTICS 


Edited by D. M. Wilmer and G. G. Kass- 
baum (19 contributors) 
New York, McGraw-Hill, 1965. 288 pp; $13.50 


This volume brings together the viewpoints 
of 19 authorities on drug addiction as pre- 
sented at the National Narcotics Confer- 
ence held at the University of California in 
1963. The material is already outdated 
and offers no solution to our drug problem, 
The book is complete in the sense that it 
covers all phases of drug addiction—medi- 
cal, social, and legal. However, the posi- 
tions taken are highly controversial and 
serve only to complicate an already com- 
plex problem. Old concepts and ideas are 
exploded; new theories are proposed, dis- 
cussed, and then discarded. No concrete 
answers on how to control addiction are 
given. Perhaps there are none as yet. It 
is even hinted that the whole American 
"image" of drug addiction requires over- 
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No mention is made of barbiturate ad- 
diction, glue-sniffing, or the abuse of tran- 
quilizers. 

The book is small (a scant 250 pages of 
text) and, at $13.50, is overpriced. (Some 
35 of its 288 pages are devoted to lists of 
references.) It is the work of 19 different 
authors, and the style is not uniform. The 
writing varies from the clear to the obscure, 
and there is repetition. One conclusion 
stands out with perfect clarity, however: 
more research and information are needed. 
The value of the book lies in the fact that 
it reveals the confused, incomplete state of 
our knowledge and indicates how far we 
are from resolving the dilemma of drug ad- 
diction.—THEoroRE A, ANDERSON, M.D. 
Cedar Grove, N. J. 


THE IMPORTANCE OF LYING 
By Arnold M. Ludwig 


Springfield, Ill, Charles C Thomas, 1965. 238 bbs 
$925 


He who says "pleased to meet you" or "I 
had a mice time" is usually telling a lie. 
And so is any woman who wears a girdle. 
Everyone sometimes deviates from the 
truth. Any man who says he always tells 
the truth is a liar. 

Lies are necessary for graceful and effec- 
tive social living as well as for personal 
advancement. Furthermore, a lie can be 
more merciful, more “right,” than a blunt 
truth. (Telling a sick man that he is going 
to die is hardly any “nobler” than assuring 
him that he will recover) For many ani- 
mals ("playing possum") deceptiveness may 
be needed for survival; perhaps the ability 
to lie has survival value for mankind. 

Almost by definition, and surely by prac- 
tice, love thrives on deception—the illu- 
sions generated by the loved one, plus a 
good deal of self-deception. “The Prospects 
of achieving a happy marital relationship,” 
says Ludwig, “depend largely on the cou- 
ples appreciation of the importance of 
lying. No human relationship can be 


based on complete truth.” Even on the 
honeymoon, each partner, though disap- 
pointed in the sexual embrace, pretends 
that it is blissful and thus starts the mar- 
riage with a pair of lies. Further, we are 
told that "couples, if they are really in- 
terested in preserving their marriage, will 
not shrink from adding a dash of hypocrisy 
or deception to achieve the more rewarding 
and gratifying relationship." 

Those of us in the mental hospital field 
realize how often we have to shade the 
truth. Sometimes an ex-patient is com- 
pelled to authorize us to release informa- 
tion, and we respond humanely to the 
unspoken plea by dreaming up euphemisms 
for schizophrenia to help our patient who, 
assuredly, needs all the help he can get. 

Children learn early about lying and hy- 
pocrisy. Indeed, if you don’t want your 
child to be an ill-mannered brat, you teach 
him on his first party to tell gentle lies to 
the hostess. You ask him to answer the 
phone and, if it’s Aunt Millie, to say youre 
out. Momma shows Janie how to push het 
way to the front of the bargain counter. 
And Junior sees Daddy going 60 in a 40- 
mile zone and then hears him tell the 
officer that he was going only 45 or that 
his speedometer wasn’t working. Earlier 
in life, children learn about Santa Claus 
and George Washington's cherry tree: all 
lies. f 

Ludwig barrels out many examples © 
lying and deception in advertising, re 
gious dogma, politics, and the Ug. 
tion of justice. And now that we are å 
organization men, we have to learn how to 
conform. The human drive to success has 
benefited not only the successful man, but 
also all of us. Most of the progress of man- 
kind has come from this drive. But 1 
large organizations, a man cannot rise t° 
success without some degree of hypocrisy 
—he has to be conforming to, if not ingra 
tiating toward, his boss. Deception is 4? 
essential component of personal, profes- 
sional, or business success. “Lying,” we a° 
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reminded, "is one of man’s important 
faculties for coping with reality . . . with- 
out lies, hypocrisies or self-deception, man 
would be vulnerable to the hostile elements 
of his environment." 

The virtues of lying? "It enables man 
to overcome his own ineptness; it opens 
the channel to greater powers; it equips 
"him with a weapon by which he can fight 
against those who would destroy him; it is 
a shield to ward off pain and a lance for 
man's encounters." 

Ludwig tells us that truth and sincerity 
are not necessarily virtuous. Truth, cer- 
tainly, may be wielded as a punitive, mali- 
cious, or neurotic weapon. "More crimes,” 
Calculates the author, “have been perpe- 
trated against society under the banner of 
sincerity than for any other reason." (Hit- 

C ler was sincere: he really did believe that 
_ he belonged to a master race, Paranoid 
Schizophrenics are sincere; and members of 
the John Birch Society are fighting what 
| they sincerely see as a great evil) There is 
no inherent morality in truth-telling or in 
sincerity. 
| OF course, the author is not recommend- 
ing an orgy of lying. If man cannot live in 
1 a "nothing but the truth" climate, he 
IL Would be even more frustrated by a "never 
1 tell the truth" doctrine. What is being 
2 
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preached here is a kind of realistic ethical 
"philosophy, somewhat along these lines: 
Man must be decent and tolerant toward 
p: fellows. Blindly to follow a code la- 
| m "truth" even when it does harm is to 
o APR good judgment for dogma. The 
lis, thinks Ludwig, is an important tool to 
be used in an enlightened manner. There 
Should be no guilt feeling about lying 50 
Tong "as it is used to provide greater free- 
dom of action directed towards enlight- 
ened, constructive and humane paths." 
fn - Lying is subject to censure when it harms 
— Others, leads to a bigoted sense of superi- 
rity, or closes the mind to new ideas. The 


_ lie, like the truth, may become the servant 
a of man, 
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The book is certainly free of cant or hy- 
pocrisy. (It had better be!) The weakness 
of the thesis is apparent, It simply re- 
places one set of subjective values (truth, 
sincerity) with another (“enlightened, con- 
structive, humane”); but it does so in an 
urbane and thought-stimulating way. And 
perhaps it is about time that some one told 
the truth about lies——Henry A. DAVIDSON, 
M.D., Cedar Grove, N. J. 


FIRST AID FOR THE HAPPY 
MARRIAGE 


By Rebecca Liswood 
New York, Trident Press, 1965, 248 pp; $495 


The title of this book is highly provoca- 
tive. One wonders: Can a happy marriage 
need first aid? The author clarifies this in 
an early chapter: "If you think that in a 
‘happy’ marriage every day will be smooth 
sailing and perfect contentment, you are 
dealing in fantasy.” The title seems to 
have an intentionally eye- and ear-catching 
twist, which is representative of author's 
style in her whole presentation of the sub- 
ject. It is sound counsel dressed up in 
good-humored informality. 

Dr. Liswood has an earthy, conversa- 
tional quality that makes the reader feel 
that this is someone he or she knows well 
and can trust. This is no flowery, protec 
tive, birds-and-bees talk. One feels the im- 
pact of its sound common sense and relishes 
the humor with which it is generously 
salted. From her early “Men and women 
are different, thank God!” she proceeds to 
discuss comprehensively what is needed to 
make marriage work, and wonders why, 
with millions of dollars spent on getting 
people married, so little is done to help 
them stay that way- 

She uses a colorful list of the six people 
involved in any marriage, two of them real 
and four imaginary. The four “dream 

ple” are: the husband and wife as each 
would like to believe he or she is and the 
husband and wife as the partner each thinks 
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he or she would like the other to be. As 
it takes “two to tango,” it takes two people 
as they really are to work together, through 
constantly changing circumstances, to build 
a strong enough foundation to sustain not 
only the partnership itself, but also a suc- 
cessful family life. 

In her opening chapters Dr. Liswood 
discusses the need for preparation before 
marriage, ways to “build up” one’s partner 
and how to change, not people, but unde- 
sirable attitudes. She then covers incom- 
patibility, “built-in” problems (as of age, 
religion, race, and background), and, of 
course, in-law and money problems, She 
gives the real prescription for success in her 
discussion of the arts of communicating 
and of “constructive quarreling,” and deals 
with sex and planned parenthood in detail 
in a frank, forthright manner. Here the 
Writer's rich preparation in physical medi- 
cine and psychiatry Bives her license to 
speak with special authority. Extramarital 
affairs and divorce are discussed at length, 
and the book closes with a chapter on the 
comparatively new profession of marriage 
counseling, 

This book is easy reading, with many a 
chuckle and with profound understanding 
of human frailties, as may be expected from 
à woman of Dr. Liswood's broad personal 
and professional background.—M vert x 
Fis "THoMPsoN, Cedar Grove, N. J. 


YOUR CHILD Is A PERSON: 
PARENTHOOD WITHOUT GUILT 


By Stella Chess, Alexander Thomas, and 
Herbert Birch 


New York, Viking Press, 1965. 213 bb; $4.75 


The major purpose of this book, as set 
forth in the preface, is to help “parents, 
teachers, pediatricians, and others con- 
cerned with nurturing the child’s healthy 
Psychological growth." The authors use 
generalizations apparently derived from 
their clinical work and their ten-year longi- 
tudinal study of 231 children. No attempt 


is made to give scientific data. The text 
is written for parents of children who read 
for nontherapeutic purposes, obviously, de- | 
spite the book-jacket blurb that describes 
the book as a "psychological approach to 
parenthood without guilt." 

The authors stress the principle that nor 
mal children cluster into groupings that 
require different patterns of parental han- 
dling. An attempt is made to help parents 
recognize hypothetically innate physiologic | 
differences in temperament, as observed 
in longitudinal differences in such varia- 
bles or characteristics as hypo-hyperactivity, 
distractibility, persistence, and shyness, and 
to explain how to vary parental training to 
fit temperament. Specific ways to cope with 
various problems (of children up to 4 years 
old) are given, such as feeding, weaning, 
and sleep. r 

When the authors emphasize the posi- 
tive, their approach is transactional and 
solidly supportive (for parents who respond 
to reassurance without paradoxical guilt, , 
as most do) The repeated format is: 
child “A” and child “B” differ; the parent 
of each do this for “A” and that for pi 
and both children thrive. Child "C" is 
mishandled by parents frightened by the: 
ory that excludes temperamental differ 
ences; the child's behavior is misunder- 
stood or ignored, and perhaps pathology 
results. Dismayed parents are told that 
child psychiatrists do not turn every com 
sultation into a case, and that a large num 
ber of parents in their study benefited from 
brief consultation. Hooray! D 

If only the authors stayed in this vein 
Scattered references either to ems 
theory or to parental confusion we 
Freudian theory (which is being attacke 
is sometimes unclear) seem out of place i? 
this type of book, although the a 
mention that Freud might be shocked 4 
how some parents misuse his ideas. A 
with this book, the reviewer is still gla 
to recommend such Freudian (since 1926 
not 1905) books as Selma Fraiberg's Magi 
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Years and Charles Brenner's An Elemen- 
tary Textbook of Psychoanalysis, or a book 
with a transactional approach, such as J. L. 
Despert's Children of Divorce, to parents 
“of child patients, medical students, and 
professionals he teaches.—Davip ABEL, 
M.D., Montclair, N. J. 


"ILLEGITIMACY 


5 New York, National Council on Illegitimacy, 1965. 
6f pp; $1.65 (paperback) 


"The National Council on Illegitimacy is a 
‘little-known organization set up to develop 


r "services for unmarried parents and their 


3 
d 


children. It is affiliated with the Child 
"Welfare League of America. 
This pamphlet is a compilation of es- 
says by social workers, sociologists, physi- 
cians, and psychologists on social attitudes 
“toward the problem, on factors that seem 
3o be increasing the illegitimacy rates, and 
"even on the usually neglected partner—the 
unmarried father. Possible control meas- 


+ ures are suggested.—VicroR HUBERMAN, 


E 
" 1965. 151 pp.; $5.50 


| Rostic aspect of it. So, in ge 
tardate has been nobody's child. Possibly 


M.D., Toms River, N. J. 


THE BIOSOCIAL BASIS OF MENTAL 
RETARDATION 


Edited by S. F. Osler and R. E. Cooke 


‘Baltimore, The Johns Hopkins University Press, 


Medical schools have always underplayed 
Mental retardation. Few physicians—in- 
cluding psychiatrists—have had any expo- 
Sure in depth to the problem of mental 
deficiency. Most psychologists have scant 
interest in the subject, apart from the diag- 
neral, the re- 


the primary factor in recent interest has 


_ been the concern of the late President John 


F. Kennedy, and the fact that, when so 
7 tinguished a family can tell the world that 
lt shares this problem, there is no longer 
" E reason for sweeping it under the rug- 
| The book is dedicated to Mr. Kennedy's 
. memory, 
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The text is made up of seven lectures 
given at Johns Hopkins, and covers a wide 
spectrum of causative factors, as well as 
diagnostic, preventive, and remedial ones. 
The book is well illustrated and affords its 
readers a sound platform for understand- 
ing many little-known cultural and reha- 
bilitative aspects of this serious personal 
and social problem.—HxmBrRT BOEHM, 
M.D., New York, N. Y. 


TEACHING THE MENTALLY 
RETARDED 


By G. J. Bensberg 

Atlanta, Ga., Southern Regional Education Board, 
1965. 195 pp; $1.75 

In practical, down-to-earth fashion, the 
author shows what can be done to help the 
retarded; although there is no talking down 
to the reader, the material is presented in 
plain words. The theme of positive rein- 
forcement is stressed, with careful review 
of how to reinforce the technique of re- 
wards for quality, quantity, and speed of 
work; how to build a habit of success; and 
how to help the child with language re- 
tardation. 

The book is well illustrated. The many 
tabulations and check lists are helpful to 
the teacher. There is an aura of concern 
n that is touching without 


and compassio 
being mawkish and that gives the reader 


and teacher a feeling ofhope. This modest 
and inexpensive booklet should be a vade 
mecum for every person at both profes- 
sional and nonprofessional levels who has 
ility for the care and teaching of 


responsib 
the retarded.—JosErH Zacury, Cedar 


Grove, N. J- 
GUIDE TO JOB PLACEMENT OF 
THE MENTALLY RESTORED 


By Dorothy p. Thompson . 

Washington, D. C. President's Committee on Em- 
os of the Handicapped, 1965 (obtainable 
from U. S. Government Printing Office). 41 pp. 


You can't generalize about the "mentally 
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restored.” These are people from all walks 
of life with varied economic and social 
backgrounds, attainments, aptitudes, and 
personal values. 

When the emotional disturbance was 
brought about by a situation not connected 
with his work, the recovered patient is often 
ready to return to his former type of em- 
ployment. Indeed, he frequently goes into 
it with strengthened interest and determi- 
nation, However, in many cases a change 
of work, work setting, or work level is ap- 
propriate. For example, sometimes a highly 
skilled person loses his self-esteem to such 
a degree that he can function comfortably 
only in a routine job that demands little 
of him in terms of responsibility or emo- 
tional stress. An occupation of a lower or 
higher echelon in the same job family 
is more frequently in order. A person 
bored and tense in a monotonous, routine 
job may, after an illness, with training or 
retraining, go into the kind of employment 
that utilizes his real abilities and potential. 

The vocational rehabilitation counselor 
must understand and take into account the 
whole person: his abilities, capacities, edu- 
cational and vocational background, skills, 
personality, past experiences, and current 
interests—in fact, his total life situation. 
His values, not the counselor's, are the ones 
to be considered. 

Mrs. Thompson's booklet emphasizes the 
client's need for guidance and support as 
he prepares to meet prospective employers 
at job interviews. It ilustrates several 
Ways of "telling" the prospective employer 
about the illness, together with some pros 
and cons of not "telling" at all, and points 
Out the necessity for the counselor to follow 
up and Check his client's Progress, Typical 
questions that employers raise regarding 
former mental patients on the job are dis- 
cussed; and a variety of practical, objective 
answers are offered, 

The unique feature of this work is the 
author's realization that her Objectives are 


more readily accomplished when the needs 
and interests of the employer, as well as | 
those of client and counselor, are consid- | 
ered. A special section for employers deals 
with such issues as whether to hire a recov- 
ered mental patient, what to expect from | 
him in terms of behavior, skills, and job 
performance, how to introduce him to co- | 
workers and surroundings, ways of explain- 
ing duties and procedures, and how to 
handle any problems that should arise, 
Such information is highly valuable in co- 
ordinating community resources to utilize | 
a growing supply of “mentally restored” 
workers at all levels of the labor market. 
Modern medicine is returning increasing 
numbers of these people to social and eco- 
nomic usefulness. 

There was a time, not so long ago, when 
you'd be kicked out of an office for even 
Suggesting that someone who had been 
hospitalized for a mental condition be 
hired. But that is no longer true: at least, 
management will listen. However, there's 
still a big public relations job to be done 
before some employers will believe that a 
"mentally restored" person can be as ac 
tive, productive, and dependable as some- 
one who never suffered an emotional ill- 
ness. This also applies to the general 
public.—SuzANNE Gorpsrrm, M.S, Eliza- 
beth, N. J. j 


PRINCIPLES OF TRAINING 


By D. H. Holding 
London, Pergamon Press, 1965. 156 pp; $3.75 


This concise, well-written book offers to fill 
the gap in available materials for the 
"training of trainees” despite a century oT 
More of teacher training and leadership 
training, as well as management training 
in more recent years. The author bases his 
ideas on the solid foundations of learning 
theory and applies these, though briefly, t° 
industrial, educational, and child-rearing 
situations. The chapter on “guidance 
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- might better be called “reward and punish- 
ment" It ties in rather nicely with the 
previous treatment of various forms of 
feedback in learning. There is, however, 
‘a surprising underemphasis on motiva- 
“tional factors, social facilitative effects of 
| working in groups, distraction, and, above 
‘all, the impact of emotional disturbances 
On the training process. 
l This book provides a fine summary of 
visual methods, of the new field of pro- 
- grammed learning, and of the role of prac- 
tice, spacing of learning, and learning 
- curves, The sections on verbal factors in 
- learning and on the transfer of training are 
dear, but offer little that is new. In gen- 
eral, the text is readable and useful as a 
source book and reflects a worthwhile shift 
in emphasis from the learner's aspect of 
- behavior modification to the trainer's point 
of view.—DaANrcL Brower, PH.D. Mont- 
dair, N. J. 


A HANDBOOK FOR CLINICAL 
AND ACTUARIAL MMPI 
INTERPRETATION 

By H. Gilberstadt and Jan Duker 


Philadelphia, W. B. Saunders, 
, W. B. , 1965. 134 pp $4.00 
(paperback) "PE 


i ams 


This handbook, designed to provide a 
B for interpreting and reporting 
MPI profiles, offers the clinician much 
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useful material. It continues the work of 
Marks and Seeman, adding some new code 
types and describing in their terms code 
types already described in the earlier work. 
For each code type, the following data are 
given: a list of complaints, traits, and symp- 
toms associated with the profile type; a 
capsule description of the profile type that 
appears to be the most important from a 
clinical standpoint; and the best psychi- 
atric diagnosis inferred from the present 
research, together with alternative diag- 
noses that represent actual opinions of 
psychiatric staff. 

In any setting where large numbers of 
psychiatric patients must be evaluated and 
classified, the approach of the handbook 
should prove helpful. Of especial use for 
students is the material derived from rele- 
vant psychologic and psychiatric literature: 
hypotheses and generalizations about eti- 
ology and dynamics, which have implica- 
tions for personality theory and further re- 
search. For each profile type described, 
data from. the APA Diagnostic Manual is 
included, which enables the clinician to 
formulate diagnoses in terms congruent 
with the official nomenclature. : 

It is hoped that the work of the kind 
represented by the handbook will be ex- 
tended and expanded.—RICHARD BENJA- 
in, M.A., New York, N. Y. 


Obituary 


‘Justice George Edward Bushnell 


Justice Bushnell's sudden death on Sep- 
tember 30, 1965, was a blow to the bench 
and bar of the United States, to the North- 
ern Masonic Jurisdiction, and to the Na- 
tional Association for Mental Health. 

Mr. Bushnell was born in Roanoke, Vir- 
ginia, on November 4, 1887, the son of 
the Reverend John E. and Annie Carter 
Johnson Terrill Bushnell. He was gradu- 
ated from Virginia Polytechnic Institute in 

1907 with the degree of Bachelor of Science. 
He entered the employ of Sperry and 
Hutchinson Company and, while with this 
company, was stationed in various cities 
throughout the United States, He made 
survey trips to London and Paris. While 
with Sperry and Hutchinson in Cincinnati, 
he entered the YMCA night law school; 
and, upon transfer to Detroit in 1913, he 
completed his legal education at the De- 
troit College of Law. In later years honor- 
ary degrees were conferred upon him by 
Boston University, Wayne State University, 
the Detroit College of Law, and the Uni- 
versity of Michigan. He also received the 
Meritorious Service Citation from Virginia 
Polytechnic Institute, his alma mater. 

In 1917, Mr. Bushnell became associated 
with the Canada Life Assurant Company 
in Detroit. Shortly thereafter, he enlisted 
in the United States Army, and was subse- 
quently commissioned a second lieutenant 
in the motor transport corps. During his 
military service he also saw duty as a trial 
judge advocate. 

Mr. Bushnell passed the Virginia Bar 
examinations in 1915 and the Michigan 
Bar examinations in 1916. He became a 
junior member of the law firm of Cam; 
bell,'Dewey, and Stanton. He took an early 
interest in political life and at one time 
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served as treasurer of the Democratic! 
tral Committee of Michigan. He was | 
interested in education and had a tour’ 
duty as vice chairman of the Highlam 
Park (Michigan) Board of Education, 2 

In 1933, Mr. Bushnell was elected a Ju 
tice of the Supreme Court of Michigan; 
first Democratic candidate elected to 
court in fifty years. He was re-elected 1 
1941, and was named for a third term í 
1949, | 

In addition to twenty-one years of sé 
on the bench of the Supreme Court 
Michigan, Justice Bushnell achieved a 
able record as a referee of the Nati 
Mediation Board under the Railway Lal 
Act. In 1946, he was chairman of 
Presidential fact-finding board in a 8 
called by pilots against thirteen air lini 

Justice Bushnell resigned from the 
preme Court of Michigan in January l 
to devote his full efforts to the adm 
tration of the Scottish Rite in the No h 
Jurisdiction. However, he continut 
maintain an active interest in the k 
profession as counsel to the Detroit” 
firm of Miller, Canfield, Paddock, 
Stone. In addition, he held a directors 
in the Udylite Corporation, a large Det 
producer of automatic plating equip n 
and supplies. 5 

Despite the demands of a very busy 
fessional life, Justice Bushnell conti 
an interest in Freemasonry which ha 
gun when he was made a Master Mast 
Virginia in 1909. Justice Bushnell en! 
Scottish Rite in Detroit in 1919. In 
he was elected Deputy for Michige 
in 1945, Grand Lieutenant Commane 
the Supreme Council. 
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"duties of Sovereign Grand Commander on 


, 


January 1, 1954. This launched him—and 
the National Association for Mental Health 
—on a program of research into the cause 
of schizophrenia, a program that had been 
inaugurated under the guidance of his 
predecessor and that is carried on by Scot- 
tish Rite in conjunction with the National 
Association for Mental Health. 

‘During Justice Bushnell's term of office, 
a yearly solicitation of individual gifts was 
begun to strengthen the Supreme Council's 
Benevolent Foundation. During the cur- 
rent decade he had sparked fund-raising 
efforts that brought more than $3,000,000 
to the Benevolent Foundation, which fur- 


$19 


nishes the support for the Scottish Rite 
Schizophrenia Research Program. His con- 
tribution to this great activity permitted 
several substantial increases in the yearly 
amounts appropriated for Scottish Rite's 
pioneer endeavor in research on mental 
illness. 

Justice Bushnell was a member of the 
Michigan Society for Mental Health and 
served for several years on the Board of 
Directors of the National Association for 
Mental Health. He was one of the small 
company of distinguished citizens to be 
named an Honorary Fellow of the Ameri- 
can Psychiatric Association, —SIDNEY R. 
BAXTER 
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NEW ASSISTANT NIMH DIRECTOR 
Dr. Phillip L. Sirotkin has been named 
Assistant Director of the National Institute 
of Mental Health. Dr. Sirotkin, a Ph.D. in 
political science, was, for a time, with the 
Agency for International Development, and 
in February 1964 joined the NIMH as 
Special Assistant to the Associate Director 
for Extramural Programs. 


FIRST PAUL HOCH AWARD 
ANNOUNCED 

The first Paul Hoch Award has been an- 
‘nounced. The laureate is Dr. Jonathan O. 
Cole, chief of the Psychopharmacology 
Service at the National Institute of Mental 
Health. "The award will be given annually 
by the American College of Neuropsycho- 
pharmacology, which Dr. Hoch had served 
as President. The award was inscribed to 
Dr. Cole for "meritorious service in the 
field of neuropsychopharmacology.” 


FITNESS AND RECREATION 
FOR THE RETARDED 


~ With a grant from the Joseph P. Kennedy, 


Jr., Foundation, there has been launched a 
periodical called simply Challenge. This 
is a newsletter sponsored by the American 
Association for Health, Physical Education, 
and Recreation. Challenge concentrates on 
the problems of the retarded. Your con- 
tributions, including news items, are in- 
vited. For more details, get in touch with 
Professor Julian Stein, University of Rhode 
Island, Kingston, R. I. 


INTERNATIONAL JOURNAL OF 
PSYCHIATRY NOW AVAILABLE 

A unique journal in the field of the behay- 
ioral sciences is now available to English- 
speaking readers—the International Jour- 
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nal of Psychiatry. Published at 27 East 
62nd St, New York, N. Y., 10021, thej 
Journal culls the world literature and pre 
sents it in accessible form to its readers 
The Journal is a quarterly, with a subscrip- | 
tion rate of $20 a year. "di 


INTERNATIONAL HEALTH 
CONFERENCE TO BE HELD 

AT THE HAGUE " 
An International Health Conference will 
be held, under the aegis of the Royal 
ciety of Health (United Kingdom), from 
September 5 to 9, 1966, at the Hague, the 
Netherlands. The first day will feature af 
symposium on Community Mental Hea 
with Dr. A. Querido, Professor of Social 
Medicine, University of Amsterdam, 451 
chairman. N. E. Bank-Mikkelsen, director 
of the Danish Service for the Mentally Req 
tarded, will present a paper on “Commit 
nity Services for the Mentally Rewari 
and Dr. Med. H. O. Pfister, chief medic 
officer of the Municipality of Zurich, Switz 
erland, on “Community Services for the 
Mentally Ill." t 


MARRIAGE COUNSELOR NEEDED 

arriage 
Court 
es for 


Immediate opportunity in expanding m 
counseling service connected with Superior. 
in California's Capital City. Opporturiti gu 
serious family therapy as well as exporim a 
tion in new approaches to families in Er 
Broad training opportunities as well as pers 


advancement. Requirements: M.A. in a at 


havioral science, five years of axperiénoun j 
cluding iwo in marital counseling. A 
salary: $8,940-10,344, depending on SU ohiak j 
tions. Direct inquiries to J. Ronald Pony i 
Marriage Counselor, Room 219, Court Fe 


Sacramento, California. 


Li 


LI 
VOLUME FIFTY, NUMBER THREE July 1966 


323 


332 


337 


398 


406 


415 
416 


A third of a century of psychiatric research. The Scottish Rite Schizo- 
phrenia Research Progam. WiLLIAM MALAMUD y 


As the clock runs out. ROBERT KASTENBAUM 
Cultural determinants of suicide. The perspective of the Japanese. 
JosepH Hirsu 

THE CHILD 


The emotional and learning problems of the socially and culturally de- 
prived child. Irvinc N. BERLIN 


Personal worth. ALF HOFFMANN 

Happiness: “delinquency vaccine.” Smney G. MORTON . 
Suicide attempts by children. Pune H. ROSENBERG AND RUTH 
LATIMER 


Confidentiality in child therapy. A re-evaluation, ALAN O. Ross 


THE FAMILY 


Multiple family therapy. Its possibilities in preventing readmission. 
KENNETH K. BERMAN 


Understanding adolescent sex behavior. Marian D. HALL 


Ethnicity and schizophrenia. A pilot study. EuGENE B. PIEDMONT 


Group treatment of prisoners and their families. Harry A. 


WILMER, Irvine Marks, AND EDWIN PocuE 


Anxiety and the perception of punishment. OPAL R. PERDUE AND 


CHARLES D. SPIELBERGER 


THE SCHOOL 


Social class and adaptation of college students. A review and prospectus. 


Jonn E. KvsAR 


A teacheraide program for preventing emotional disturbances in young 
i Ax, Emory L. Cowen, Louis D. Izzo, , 

dao M M NDA, AND MARY ANN TROST 

SANDRA B. FIELO 


RicHARD A. MACKEY 


ANGELO J. MADONIA, JosEPH MERE 
I saw the woman leave the real. A poem. 


Group consultation with school personnel. 
AND FERDINAND R. HASSLER 


ff 


421 


428 
481 
482 


439 


446 
452 


460 
463 


468 
477 


Ma - 
THE HOSPITAL 


Volunteers as a major asset in the treatment program. EUGENE 
GENDLIN, JosEPH J. KeLLy, V. B. RAULINAITIS, AND FRED E. SPANER 


In-service training and institutional changes. | Toaru IsuivaMA 
Professionalitis: ^ Grorce McK. PHILLIPS 


Effects of increased staff participation on patient care and staff attitudes. 
Sven LUNDSTEDT AND JOHN LILLIBRIDGE 


THE COMMUNITY 


Role of mental health services in reducing adolescent crime. RALPH 
ScHWITZGEBEL 


Foreign doctors in the United States. Kryosut OGURA 


Leisure activities of schizophrenic patients after return to the community. 
Hiram L. Gorvon, Davin RosENBERG, AND WitLtAM E. Morris 


Volunteers as social-work technicians in a child psychiatry clinic. IRVIN 
A. KRAFT 

Compatibility of a successful work experience with retirement. EARL 
F. LUNDGREN 


Book Reviews 


Notes and Comments 


ZIP CODE NUMBERS NEEDED 


Does your Mental Hygiene subscription address 
bear your zip code number? If not, we should 
appreciate your sending us a card with your 
complete address, including zip code. 


In November 1966, the Committee on Re- 
search in Schizophrenia of the Scottish Rite 
Supreme Council of the Northern Masonic 
Jurisdiction (U.S.A.) will hold its biennial 
meeting of the directors of the projects that 
tissponsoring. As on many such occasions 
n the past, this meeting will provide the 
esearch workers with an opportunity to 
Teport their experiences of the previous 
two years. 
Bs research workers conducting the stud- 
Rabin by the Scottish Rite and the 
bo ^ of the. Committee comprise a 
md à outstanding scientists, representing 
den s in the wide range of sciences rele- 
^ schizophrenia. The biennial meet- 
88, characterized by an informal atmos- 


Dr, F, 

eo is research director of the Scottish 

admini izophrenia Research Program, which is 

oremus through the National Association for 

boda ealth. He is now consultant to the As- 
‘on, with which, until his recent retirement, 


he hi 
ee eld the post of professional and research direc- 


This 
Piy ag was presented before the New York 
19, ic Society, in New York City, on March 7, 


"WILLIAM MALAMUD, M.D., NEW YORK, N. Y. 


A third of a century of 
psychiatric research 


The Scottish Rite Schizophrenia Research Piolirili 


phere and  "offthe-record" discussions, 
make possible a realistic presentation of re- 
sults obtained and plans for the future. 

What is particularly important about the 
meetings is that they offer a most appro- 
priate forum for co-ordination of the vari- 
ous sciences basic to human behavior. They 
bring out points of interest common to all 
of the scientists with regard to the objec- 
tives of the program that have emerged 
over the years and are instrumental in main- 
taining consistent adherence to the original 
goals that were formulated when the pro- 
gram was established, in the early 1930's, 
by the Scottish Rite Supreme Council and 
its professional advisory committee. 

The period of the early and middle 
1930's was one of great activity in the history 
of psychiatry. This activity was set off by 
the seriousness of the problems presented 
by mental illness, the apparent hopeless- 
nes of achieving any solution, and the 
romising leads. This 


emergence of some p 
activity resulted in important contribu- 


tions, but was too often characterized by 


unwarranted optimism. 
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All this activity is quite understandable 
when we consider the conditions at that 
time. The knowledge gained by the psy- 
chiatric experiences of World War I and 
the decade that followed it had just begun 
to be appreciated by the psychiatric profes- 
sion, making it aware of the problems that 
were emerging and of the lag in providing 
measures with which to combat them. Hos- 
pital facilities had to be augmented and new 
ones constructed to supply more bed space. 
But rising admissions and failure of dis- 
charges to keep pace led to consistently in- 
creasing overcrowding and waiting lists. 
Mounted on top of this was the strain on 
adjustment produced by the economic 
crisis of the depression. To cope with all 
this, it was imperative to gain further 
knowledge and to develop more adequate 
methods of dealing with the situation. The 
result was a plethora of new approaches, in 
what was one of the most prolific periods in 
the history of psychiatry. 

New knowledge in psychodynamics and 
sociodynamics, spurred on by psychoanaly- 
sis, whose position was by then firmly es- 
tablished, offered many attractive leads 
toward insight into the development not 
only of mental illness, but also of problems 
of adjustment in general, and a promise of 
new methods of treatment and even of pos- 
sible prevention of mental illness. Develop- 
ments in child guidance also played their 
part. These pointed toward more adequate 
understanding of problems in early child- 
hood as the basis o£ subsequent mental ill- 
ness. Here we saw possibilities of early and 
successful treatment and thus of possible 
programs of secondary prevention. Psychoso- 
matic medicine had just begun to gain a 
place of importance in medical practice, 
offering promises of great advances not only 
with regard to psychiatric illnesses, but 
medicine in general. Psychologic studies 
began to produce better methods of recogni- 
tion of the danger signals in the develop- 

ment of mental illness, which made possible 
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more sensitive and reliable criteria for diag. | 
nosis and opened the door to possibilities. 
of instituting remedial measures at a time 
when they could be most successful. 

At the same time, rapid progress was 
being made in the biologic sciences. Wi 
began to see their possible relevance to 
better understanding of emotional illnes 
Biologic knowledge, having emerged froi 
the static limitations of post-mortem neu 
pathology and clinical pathological tests, 
began to find its way into psychiatry and 
to be welcomed by the psychiatric profes: 
sion. Canon's contributions in endocrino; 
logy as related to emotions and his intr 
duction of the concept of homeostasis and 
its psychiatric implications; Folin's work in 
carbohydrate metabolism; the important 1€ 
sults of research in physiology and inter 
mediate brain metabolism; and a host of 
other studies that held out promise of à 
better understanding of the structure and 
function of the nervous system—all com; 
bined to lend an aura of stability to thé 
attack on problems of mental illness and to 
provide a basis for receptivity in the €y 
of the general medical profession. 

Although this newly acquired knowledi 
offered a foundation for optimism, ther 
was also an admixture of wishful thinkin 
that, spurred on by empirical serene 
gave rise to many new treatment methods 


both psychotherapeutic and somatic, Chie! 
among them were the so-called y 


therapies." First came insulin shock, 
then several variations of it; shortly after) 
that came the convulsive therapies, SUC 
as metrazol and electric shock. Lobotomy: 
treatment with carbon dioxide, and vr 
ous other related (or even unrelated) ue 1 
ods of therapy were introduced that, iP ^ 
view of some of their proponents, ie 
highly effective not only in the treatmen i 
mental illness, but also in the manage ne 
of other types of personality maladjusto™ | 
The frantic search for measures that vie 
stop and reverse the rapid increase 1 
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number of the mentally ill, aided by a 
mirage of statistics (largely influenced by 
wishful thinking) actually led some of these 
proponents and their followers to the con- 
viction that we had at last found the solu- 
‘tion to the problems of mental illness. The 
ptimism was not limited entirely to the 
omatic therapies. Parallel to their de- 
elopment (and perhaps as a reaction to it) 
here was a wave of proposed psychothera- 
peutic methods, both group and individual, 
some new, but most of them variations on 
old themes, that bid fair to outdo the shock 
therapies in terms of promising results. 

| There was value in some of the new de- 
elopments, as became obvious after the 
Blowing optimism had worn off and a num- 
ber of fundamentally sound, though much 
less promising, results could be reported. 
This was true with respect not just to the 
therapeutic effectiveness of some of these 
methods, but also to the channel to oppor- 
tunities for valid scientific research that they 
provided. What emerged were possibilities 
lor a better understanding of the psycho- 
ynamics of the development of mental ill- 
ess, highly worthwhile leads (provided 
articularly by the insulin and convulsive 
herapies) with regard to brain metabolism, 
nd a fruitful field for research in brain 
gnatomy and physiology (provided by the 
obotomy experiences) In some cases, this 
Tesearch could not help but be influenced 
by the assumptions of either actual or 
ore Clinical results. In many instances, 
OWever, it was a matter of trying to get too 
Much with too little too fast. 

To some extent, it could be said that this 
Progress was spurious. Why? In the first 
E there were no adequate tools for 
à lable Investigations of these phenomena. 

€condly, the knowledge available was not 
snough to serve as a sound basis for such 
B Thirdly (particularly because of 

* Breat need for immediate results), there 
id too much of an urgency to find quick 

medies. Finally, there were mistakes both 
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on the side of too much optimism and of its 
opposite—too rigorous skepticism. Some 
investigators were tempted to accomplish 
too much by playing the field, so to speak, 
and trying to find some one or a very few 
simple explanations of these problems. On 
the other hand, the tendency on the part of 
the more cautious and skeptical was to take 
refuge in restriction to some one or another 
single aspect of the basic factors without 
regard to their broader implications. 

During this period of relative confusion, 
a few attempts were made to steer a realistic 
course of study, combining open-minded 
utilization of the available opportunities 
with valid scientific investigation. One of 
the most consistent and viable examples of 
these was the Scottish Rite program. The 
establishment of this program was due 
primarily to a fortunate combination of 
deep interest in, and resolve to deal with, 
the progressively increasing problem of 
mental illness and a sound and realistic 
judgment of the fundamental potentialities 
that could be utilized in such research. 

In 1933, shortly after his election as 
Sovereign Grand Commander of the Scot- 
tish Rite Supreme Council of the North- 
ern Masonic Jurisdiction, Melvin M. John- 
son, a distinguished Boston attorney and 
former dean of the Boston University 
School of Law, began a search for a Scot- 
tish Rite beneficence that would, in general, 
meet the following requirements: (1) It 
should be unique. (2) It should have wide- 
spread benefit to all humanity. (3) It should 
be within the means available to the Scot- 
tish Rite. Mr. Johnson started with an 
avowed interest in finding such an oppor- 
tunity in the health disciplines. After long 
and broadly representative consultations 
with leaders throughout the country, Mr. 
Johnson and his associates in the Supreme 
Council came to the conclusion that mental 
illness was probably the most pressing of 
health problems. He then sought the guid- 
ance of the psychiatric profession through 
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the good offices of what, at that time, was 
known as the National Committee for 
Mental Hygiene (subsequently, the Na- 
tional Association for Mental Health) in 
his search for an appropriate objective to 
satisfy the above general requirements. 

The National Committee called upon 
leading professionals to set up an advisory 
committee for the establishment and main- 
tenance of this activity. It was fortunate, 
indeed, that these professional leaders im- 
mediately became interested and agreed to 
help. The advisory committee originally 
consisted of Doctors Arthur H. Ruggles 
(chairman), Albert M. Barrett, Adolf 
Meyer, Winfred Overholser, Edward A. 
Strecker, William A. White, and Clarence 
M. Hincks. Doctor Nolan D. C. Lewis was 
the first research director. These men were 
not only thoroughly knowledgeable in their 
field, but—what was very important—were 
able to chart a course between unwarranted 
optimism and exaggerated skepticism. Their 
prestige in the profession and in the coun- 
try in general was such that they would 
steer clear of both extremes. Their pro- 
gram, stated briefly, was to undertake the 
support of basic research in the area of the 
disease schizophrenia, or, as it was more 
popularly referred to in those days, “demen- 
tia praecox.” 

Why did they select this topic? In the 
first place, schizophrenia is the most prev- 
alent of all mental diseases—perhaps of 
all diseases, mental and physical. Secondly, 
since schizophrenia affects the personality 
in a comprehensive manner, any progress 
made with regard to a better understanding 
of it would also be likely to be of great ben- 
efit to victims of all other mental illnesses, 
Thirdly, of all the mental disorders, schizo- 
phrenia was perhaps the least understood 
and the least likely to be treated success- 
fully at that time. The members of the 
committee were frank in calling attention 
to this lack of knowledge and equally frank 
in warning Mr. Johnson that a great deal 


WILLIAM MALAMUD | y 


of work would have to be done before we 
could expect any practical applications, In 
accepting this challenge, Mr. Johnson was 
clearly aware of the difficulties that lay 
ahead: in summing up his recommendations 
to the Supreme Council for the establish. 
ment of this program of research, he 
warned, “If we embark upon this course i 
must be with the understanding that it is 
likely to be a long voyage before we touch 
any port." 

Events following the inauguration of the 
program have fully justified that statement. 
At the same time, however, the program has 
continued without any waning of interest. 
Rather, there has been a continued increase 
in it, as evidenced by a determination to 
maintain the program with progressively 
greater appropriations. The appropriation 
at the beginning of the program was $15; 
000. The funds provided have continued 
to increase, particularly during the last few 
years, so that the 1966 appropriation 18 
$200,000. : 

In formulating the original plan in 1934, 
the Committee recognized the importance 
of an adequate foundation upon which 
build. For this purpose it was essential to 
concentrate, first, on research in the basi 
biologic and behavioral sciences, the results 
of which could be used for the development 
of practical applications in diagnosis, ue 
ment, and prevention of the disease. n 
the formative stages of the program, 1t Wee 
not easy to discern the potentialities a m 
taining this goal. Results of the indivi i 
projects at that time (although important n 
themselves) seemed to be far apart E 
each other, like the pieces of a jigsaw pu? 
before the eventual shape of the total p 
ture can be grasped. However, with 2 
progress made in each one of these sica 
and the broadening of their scope p 
was a progressively increasing degree of e 
tact. Then, the interrelationship of the 1 
dividual projects and their direction towar 
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"a common goal became more obvious, and 
the outline of the total picture began to 


.. Now, as we approach the conclusion of a 
y third of a century of research and review the 
"achievements during this period, it is well 
for the scientists participating in this pro- 
m (and especially for the members of the 
Committee) to attempt an evaluation of 
our status, particularly in two directions: 
4 (1) To what extent do the results of in- 
| dividual projects in the various sciences, as 
~ We see them today and through their de- 
i velopment over the whole period of prog- 
ee program, show any meaningful 
tionship to each other? 
) What is their relevance to the origi- 
goal, namely, the furtherance of our 
understanding of the disease schizophrenia, 
"of mental illness in general? How 
apply the results to the solution of 
al problems? 
"tis not possible to consider this program 
entire y by itself. Any attempt to discern 
the Value of its results has to be made in 
© context of research in this field in gen- 
which in recent years has broadened to 
j a large area. 
"ora long time after the establishment 
this and similar programs, we had to be 
Satisfied with isolated findings that, on the 
ce—or even basically—may have had 
B to do with schizophrenia, perhaps 
ut even any particular relationship to 
ler projects supported by the same agency 
Hng this period. It was only after con- 
ble progress had been made in ob- 
ing data of a specific nature in each one 
Separate sciences—with a consequent 
Toadening of the scope of each of them— 
t We began to see relationships among 
* isolated disciplines and their potential 
tributions to solving the problem of 
hrenia. 
Assessing the value of the results it 
therefore, be best to consider them 
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in three groups: (1) results specific to each 
one of the various sciences that have been 
studied; (2) the development of “clusters” 
of what may originally have been isolated 
findings in certain specific sciences but 
eventually came to coalesce into closely re- 
lated areas relevant to some particular as-. 
pect of the disease; and (3) the implications 
of both of these in terms of their practical 
application and the impact they have had 
in the fight against schizophrenia. 

From the very beginning, important data 
were obtained in each of the sciences in- 
cluded in the program. Human behavior 
and its aberrations as manifested in schizo- 
phrenia admittedly cover a scope broader 
than that of any other disorder. The spec- 
trum of relevant basic sciences is wide. The 
relationships between each of its compo- 
nents very frequently (certainly at the be- 
ginning of the program) could not be 
clearly discerned. They include a range 
from anthropology and sociology at one 
end of the line, going through psychology, 
psychopathology, clinical psychiatry, and 
the somatic illnesses, and leading into the 
biologic sciences, notably physiology, bio- 
chemistry, neuropathology, genetics, and a 
host of others. 

The grantees have included mature, na- 
tionally and internationally famous scien- 
tists, such as Banting, Bard, Bishop, Bronk, 
Gibbs, Gottlieb, Hoagland, Kallmann, Kety, 
Kluever, Schmidt, Waelsch, and others in 
the biologic sciences; and Appel, Benjamin, 
Bond, Campbell, Line, Mahler, Mead, 
Meyer, Putnam, Rennie, Ribble, Shakow, 
Whitehorn, and others in the behavioral 
and clinical sciences. In addition, there 
have been numerous young, mostly neo- 
phyte, scientists who, at the time they first 
began to participate in this program, had 
just started their work in this field or were 
still in the course of their training. Most 
of them have subsequently matured into 
full-fledged research workers. Both groups 
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of scientists have made significant contri- 
butions to the understanding of schizo- 
phrenia. Their findings have also spilled 
over into more or less closely related fields, 
and the “by-products” have at times trans- 
cended in importance the results that could 
ultimately be used in achieving the original 
goal. 

It is not possible in this brief review to 
enumerate the titles of the individual pub- 
lications of these workers, let alone to sum- 
marize and evaluate their findings. The 
names cited above are closely associated in 
the minds of all of us with the particular 
areas in which they have made outstanding 
contributions: field studies in anthropology 
and their basic relation to some aspects of 
psychopathology; investigations into the 
dynamics of social processes and their im- 
pact upon the adjustment of the individual; 
studies of the cognitive function, investiga- 
tions of thought and language and their 
significance in the course of development; 
studies of genetics, brain metabolism, 
cerebral circulation, endocrine function, 
and biochemistry in general; psychodiag- 
nostics and the development of more relia- 
ble methods of recognition of early danger 
signals; psychodynamic studies of the de- 
velopment and function of the personality; 
and contributions in clinical research, 
Looking at these studies in retrospect, we 
can now readily see their importance in 
providing a solid foundation for the pro- 
gram. 

For a long time, however, they could not 
be clearly identified in terms of their prac- 
tical significance or, for that Matter, even 
their relationship to one another. It must 
be emphasized that from the very beginning 
the Committee (which included scientists 
with a broad appreciation of the clinical 
as well as the basic sciences of human be- 
havior, although it permitted adequate 
flexibility and freedom of choice of specific 
goals, maintained a watchful eye on the 

possible relevance, be it ever so remote, of 
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each project to the main goal. Of great 
help in this regard have been the biennial 
meetings of the scientists and members of 
the Committee, in the course of which a | 
gradual emergence of common relationships | 
and of the practical importance of the in- 
dividual projects has been discerned. 

The attainment of this particular objec 
tive started out with the removal of bat | 
riers, particularly those of terminology and 
concepts. What appeared at the earlier 
meetings as a “Tower of Babel" confusion 
of languages was gradually replaced by a 
dawning of understanding of each others 
concepts, methods, and terminology. In this 
way, the second series of results began to 
emerge, namely, that of the formation of | 
clusters of isolated islands of scientific data. 
There are many examples of this type of de 
velopment as we review the progress of the 
program, but I should like to cite just a 
few. 

For many years, geneticists have concen- 
trated on investigations of the validity of | 
the popular concept of the importance of 
heredity in the development of mental dis- | 
ease in general and of schizophrenia in pat- 
ticular. It was essential, at the outset, to 
determine whether there actually was a 1€ 
lationship between heredity and schizo- 
phrenia, At first, the method of approach | 
was primarily one of statistical studies 
of the incidence of the disease in certam 
families and of a higher probability of 
its development in members of a given 
family constellation. In time it was vM l 
ognized that the original approach ( y 
simple genealogic investigations) was TO 
reliable and could only serve as a first pi 
The shift of emphasis to studies of identic? 
twins, as compared with fraternal twins d 
siblings in general, has provided à pu 
adequate basis for further studies; aM at 
search workers in this project have es j 
exhaustive studies of the subject po 
have revealed the probability of the $n d 
ence of a relationship betwoen heredity 4 
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schizophrenia. This relationship, however, 
eventually began to be looked upon as 
simply a further indication of the impor- 
tance of the role of genetics in terms of the 
inheritance of a predisposition or vulner- 
ability, but left open the question of what 
other factors were involved in the process. 
Here, the need for an extension into other 
research areas became particularly evident. 
It was essential to determine two related 
aspects of this problem: the biologic nature 
of such hereditary factors and the type of 
environment in which they were most likely 
to lead to the development of schizophrenia. 
Within recent years, the whole field of 
genetics has taken a turn toward the study 
of the biochemical nature of this phenom- 
enon. New methods have enabled experts 
in this field to broaden our knowledge 
through investigations of the cellular and 
biochemical aspects of genetics. 

At the same time, another question came 
to the fore: the importance of experiential 
dynamics and their role in the development 
of the disease. While the geneticists began 
to take into consideration the differences in 
early experiences as they tended to affect the 
role played by heredity, the child psychia- 
{ists began to study more closely the nature 
of the constitutional background and the 
Part it played in determining the effective- 
hess of early experience. Thus it was that 
the co-ordination of the three methods of 
Approach—genetics, biology, and child de- 
velopment (which at times in the past 
Seemed far apart)—merged into a most 
Promising basis for the formulation of new 
methods of both treatment and prevention. 

A number of projects carried on by 
Some of our grantees have demonstrated the 
Value of such co-ordination. One of these was 
à follow-up investigation of children seen 
m à child guidance clinic several years ago 
Who subsequently developed schizophrenia. 
A study of their family background and 
carly environment led to the establishment 
of criteria for early diagnosis and the identi- 
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fication of factors particularly likely to lead 
to the development of schizophrenia in chil- 
dren with a constitutional predisposition to 
it. We thus learned that methods of deal- 
ing with the social and psychologic factors 
and the possibility of controlling them by 
the establishment of healthier settings early 
in life gave leads that could be utilized 
clinically in the treatment of such children. 
This pointed in the direction of the possi- 
bility of establishing systematic programs of 
prevention. 

New understanding in cellular and bio- 
chemical aspects of genetics suggested the 
existence of special inborn defects that may 
play a role in determining vulnerability to 
schizophrenia. This offered opportunities 
for the next step in these investigations: the 
attempt to devise methods of controlling 
such defects by their removal, where possi- 
ble, or by compensatory measures, such as 
were achieved, for instance, in cases of en- 
docrine disorders (cretinism) or inborn 
metabolic defects (PKU). 

Another example of closer co-ordination 
among a number of research areas is found 
in the investigation of abnormalities in 
the biochemical and physiologic functions 
of persons suffering from schizophrenia. 
This has led, in general, to a better under- 
standing of the relationship of psychologic 
disturbances and their correlates in the bio- 
logic processes. Several of the projects con- 
ducted in the program have shown the oc- 
currence of certain disturbances in chem- 
ical and hematologic functions of the 
organism. The development of more ade- 
quate methods of study of the general bio- 
chemistry of the body combined with an ap- 
preciation of its relationship to psychologic 
functioning eventually has led to a more 
definite evaluation of the organism as a 
whole in the development of schizophrenia. 

A number of contributions have been 
made along this line, particularly with re- 
gard to broadening our knowledge of cer- 
tain drugs now being used in the treatment 
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of mental illness and of the function of 
some substances produced in the organism 
itself that, under certain conditions—par- 
ticularly varying degrees of concentration 
—may result in abnormal behavior. 

Advances have been made in a third clus- 
ter of studies that have focused on objective 
methods of evaluation and diagnosis, which 
would make it possible to recognize danger 
signals early enough in the life of the per- 
son to institute treatment at a time when 
it would be most effective. Here, too, the 
social, psychologic, and biologic studies 
(which, in the past, have concentrated pri- 
marily on devising tests limited to their own 
special areas) have turned in the direction 
of co-ordinated research and the develop- 
ment of interrelated batteries of tests. 
Studies have demonstrated both the feasi- 
bility and the effectiveness of this approach. 
Thus, as the originally individual studies 
have continued to expand beyond their 
borders and to overlap with other and re- 
lated fields of research, new contacts have 
been established, with two important re- 
sults: a broadened Scope of potential expan- 
sion within the individual sciences and, 
through co-ordination with related areas, 
greater opportunities for practical applica- 
tion. 

The development of multidimensional 
batteries of tests has provided more ade- 
quate instruments for early diagnosis; the 
combined results of biologic and behavioral 
studies have led to more rational methods 
of treatment; and a combination of genetic, 
biochemical, and early environmental 
studies has presented us with a potential 
basis for the development of programs of 
prevention. Finally, the combination of all 
these has given us a point of departure for 
a series of most encouraging developments 
in the practical approach to the vast prob- 
lem of mental illness, 

The application of the results of these 
studies has been slow in developing and 
difficult to discern. It was only about ten 
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years ago that we began to see indication § 
of practical results. "They have gained in | 
momentum since then, and we can now re 
alize some tangible benefits. The wisdom 
of building a solid foundation in basic re 
search before attempting to reach out for 
practical measures has been demonstrated, 
It is a great tribute to the determination, 
the patience, and the faith of the Scottish 
Rite and its Committee that they have 
steadfastly adhered to the far-sighted criteria 
adopted at the beginning, despite the fact 
that they were faced with years of lack of 
demonstrable proof of practical results, 
Thus, although the plan for the Scottish 
Rite program was first conceived in 1933, it 
was only some twenty years later that we 
first began to see positive results. The 
seriousness of the problem of mental ill 
ness continued to increase during the eatly 
years of the program, and the number of 
patients in mental hospitals continued to 
rise in alarming proportions. Schizo- 
phrenia accounted for about half of n 
hospitalized, in spite of the intensive b 
broadly conceived research program 0 
which it was the object. The peak of the 
increase in the mental hospital population 
was reached in 1955. The census since 
then has continued in the opposite direc 
tion, the number of patients resident 1n 
mental hospitals decreasing from d 
year despite increases in the general popula 
tion and the number of admissions. By 
the end of 1964, there was still a definite 
increase in admissions as compared with 
1955. But there was an even greater 10- 
crease in discharges, which meant dice 
number of resident patients in the hospita 
showed a definite decrease. In evaluating 
these results we must, of course, also take 
into consideration factors such as the im- 
crease in the number of patients treated A 
the community, particularly in general ks 
pitals, community clinics, and private pr? 
tice. For these reasons, fewer had to be hos- 
pitalized in specifically mental institutions. 
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The fact is, however, that the hitherto con- 
tinuous increase in mental hospital popula- 
tion has been checked and, over the last ten 
years, has shown a progressive decline. 
These highly encouraging developments 
have been made possible primarily by the 
introduction of a whole host of new meth- 
ods of treatment, both psychotherapeutic 
and pharmacotherapeutic. These new 
methods have enabled us to control some 
of the more disturbing symptoms, so that 
many patients can be treated within their 
own community, in their homes or in the 
rapidly increasing units in general hospitals. 
Furthermore, when admission to a mental 
hospital has been necessary, treatment has 
helped shorten the period of hospitalization 
and has lessened the traumatic experience 
of uprooting the patients from their natural 
milieu for long periods of time. In addi- 
tion to the new treatment methods, there 
has been the development of more sensitive 
and comprehensive measures of evaluation 
and diagnosis, making possible early recog- 
nition of mental illnesses and enabling us 
to treat them at a time when it can do the 
Most good and prevent the deleterious ef- 
fects that would result if the disease process 
were not checked soon after its inception. 
Equally important, if not as easily recog- 
nized, is the fact that all of these advances 
could not have been achieved without years 
of scientific investigation, both basic and 
applied. It is true that an appreciable num- 
ber of the present-day successful methods 
Of treatment seem to have been discovered 
by chance. But, as Pasteur so aptly pointed 
Sut, "In the field of observation, chance 
favors only the prepared mind”; and such 
Preparation requires long periods of sci- 
entific training and investigation. Re- 
Search is also essential to determine the 
Validity of newly introduced methods, their 
Indications and contraindications, and the 
Most appropriate manner in which to use 
cm. Finally, and perhaps most funda- 
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mental, research is the continuous process 
of adding new knowledge, which can im- 
prove methods already available and lead 
to the discovery of new ones. 

This, in brief, is the story of the Scottish 
Rite Schizophrenia Research Program that 
was formulated and established by Sov- 
ereign Grand Commander Johnson and his 
associates and energetically pursued with 
progressively increasing support by his suc- 
cesor, Sovereign Grand Commander Bush- 
nell. It is now being vigorously continued 
under the wise leadership of Sovereign 
Grand Commander Newbury, with the able 
guidance of the Benevolences Committee 
under the chairmanship of Dr. Richard A. 
Kern. 

"The results of this research program have 
contributed a great deal to the understand- 
ing of the nature of this disease and many 
of the factors that are responsible for its 
development, and will continue to serve 
as a basis for improving methods of diag- 
nosis and treatment and, eventually, de- 
vising programs of prevention. The 
journey has been long, as Commander John- 
son predicted. Some of the old questions 
still await an answer, many more new ones 
have emerged, and further pioneering re- 
search will have to be done “before we 
touch port." 

We are encouraged by the high degree of 
interest that the Scottish Rite has main- 
tained in the support of this work, and we 
are looking forward to the future with con- 
fidence in the ever-widening scope of its 
contributions to the ultimate achievement 
of the original goal—the control and 
eventual elimination of schizophrenia. 


Notice 


Readers who wish a list of references to medical 
and scientific journals carrying technical reports on 
Scottish Rite research projects can procure same by 
writing to Dr. Malamud in care of the National As- 
sociation for Mental Health, Inc, 10 Columbus 
Circle, New York, N. Y. 10019. 


ROBERT KASTENBAUM, Pu.D., FRAMINGHAM, MASS. 


As the clock runs out 


A few years ago I was conducting a series 
of exploratory interviews and testing pro- 
cedures with elderly people, both to in- 
crease my familiarity with persons of ad- 
vanced age and to develop a new set of 
techniques. One of the first subjects was an 
alert, peppery, and rather youthful-looking 
man who had recently observed his 86th 
birthday. Early in the session I admin- 
istered a time estimation procedure, using 
the reproduction method. This man re- 
produced a standard 20-second interval in 
only five seconds. The procedure was re- 
peated, with approximately the same result. 
Then I mentioned that people seldom re- 
produce the interval with complete ac- 
curacy. In which direction did he think 
that he had made his error? “When you're 
as old as me,” he replied, "you'll learn that 
time devours you; it eats you right up. I 
was fast—of course!” 

Later in this session we were consider- 
ing some hypothetical situations that com- 
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332 


prise a procedure called the Value-of-Time 
Series. The final hypothetical situation in 
this series requests the subject to suppose 
that there were a magic time machine avail- 
able to him. He could use this machine to 
add time to his life, any amount of time 
for any purpose. The only requirements 
were that a definite period be specified, as 
the machine would have to be set in a defi- 
nite way, and that the subject share with 
me his plans for using this time. — 
Presentation of the hypothetical situation 
was followed by the longest pause of thé 
session. I wondered if perhaps the subject 
had misunderstood or forgotten the quer 
tion. But eventually he replied: "No, lets 
not bother with that machine . . - Thee 
nothing I could do with the time. He 
elaborated on this decision: "I'm pretty 
near used up. Nothing much left in "d 
nothing much I can do with time.” Late 
he remarked. "I'm doing nothing all = 
time, nothing. That’s the worst poni 
ment a man can have—nothing to do! 
Here, then, are just two fragments from 
a research protocol concerned qao the n 
that one particular octogenarian expe 3 
enced his situation. Obviously, these ih 
ments do not "prove" anything. But hs 
serve to introduce us in a flesh-and-b' x 
manner to a set of problems that Par 
way of becoming highly abstract an ^ 
embodied. I am referring to the concep 
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of time, aging, and death, and, more par- 
ticularly, to that psychologic junction at 
which these vague, complex, and powerful 
concepts come together. 

Let us consider again this one old man 
and the paradoxical way he experienced his 
situation. His sense of being devoured by 
time was so keen that he applied it to an 
apparently simple, nondynamic laboratory 
procedure, the time reproduction task. Yet 
he also felt that he could make no use of 
additional time and, in fact, experienced 
his hours as moving past him in a slow, 
dull, useless procession. Furthermore, he 
hinted at two different explanations or in- 
lerpretations for this dilemma. First, he 
located the difficulty as being within him- 
self; he was “pretty near used up” and thus 
no longer able to invest time with meaning. 
But later he described his non-use of time 
as "the Worst punishment a man can have 
nothing to dol", with the implication 
that restrictions or impoverishments in his 
environment were responsible for his con- 

; dition, and were acting upon him with the 
effect, if not the intention, of punishment. 
“The remainder of this brief paper will 
attempt to provide a context within which 
| Such experiences of time, aging, and death 
Meu be considered. Specific investiga- 
; tions, Beneral theoretical statements, and 
4 Uswon of methodological roblems 
| lave been reported elsen erea Here 
; 
j 


interest is in sharing some tentative con- 
clusions that derive from a series of investi- 
Rütions and clinical activities conducted by 
i Psychologists at an all-geriatric institution, 
mashing Hospital, and from findings con- 
tributed by other investigators. Bearing in 
ae | that these conclusions are tentative, 
X BE then proceed to explore some of 
D poral experiences of aged patients 
^35 the clock runs out." 


The Quality of Time 


Sider first one of the most elusive 
ee ts of temporal experience: what time 
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“feels like.” The phenomenologic quality 
of time can be examined along a number 
of dimensions. But for the aged person 
one question seems particularly salient: 
“Whose time is this?” Often the answer is 
“Not mine.” 

We have all been children and adoles- 
cents, so there will be many of us who can 
recall a sense of not yet having come into 
our “own time.” The real time of our 
lives was waiting for us in the future. As 
enfranchised adults we are familiar with 
another feeling: time is a very personal kind 
of resource. There is the sense of an inner 
relation between ourselves and the passing 
hours of our lives, coupled with a sense of 
responsibility and control, although not 
complete control. We recognize that our 
experiences and achievements depend to 
some extent upon the decisions we make, 
and many of our decisions center around 
the use of time. 

It is more difficult to “feel ourselves 
into” the mind of an octogenarian, not 
having attained such a perspective ourselves 
through the natural progression of life. But 
hundreds of old people have been sharing 
their perceptions with us for the past four 
years. Here is what they tell us, in one 
way or another: “Time no longer belongs 
to us. Other people are the active agents 
who make the important decisions. Occa- 
sionally we are instruments, used by others 
to achieve their purposes. But usually we 
are just the passive recipients to whom 
things happen. As we are almost com- 
pletely powerless to change the pattern of 
events in time, it does not make much dif- 
ference what we do or say, and it really 
does not pay even to think and feel about 
making a difference. We protect ourselves 
by avoiding any test of our ability to in- 
fluence time.” 

These statements imply an unfavorable 
state of affairs. This negative aura may be 
associated with the fact that most of our 
data are provided by aged persons who, for 
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one reason or another, have come to live in 
an institution. Yet the basic process of be- 
coming detached from the passing time of 
one's own life has also been noted, and em- 
phasized as a central event, by William E. 
Henry? whose observations derive from 
normal aged people in the community. 
Henry puts a more favorable interpreta- 
tion upon this change: “. . . time loses its 
ability to command." Although the quali- 
tative differences between the two sets of 
Observations deserve careful examination, 
it nevertheless would appear that there is 
agreement on the basic point of an altered 
relationship to the passing time of daily 
life. 


Delay of Gratification 


Another significant change occurs with 
respect to what has become known as “de- 
lay of gratification”: the tendency to post- 
pone immediate pleasure or release of ten- 
sion in the service of goals that are more 
remote in time. Psychoanalysts and de- 
velopmental investigators agree that the 
ability to delay gratification is one of the 
milestones in the individual's psychologic 
maturation. 'Those who do not develop 
adequate delaying ability are often to be 
found in the ranks of juvenile delinquents, 
the culturally disadvantaged, the school 
dropouts, and others. "What happens in 
later life? Wolk, Rustin, and Scotti? re- 
cently devoted a paper to the so-called 
“geriatric delinquent” who acts out his 
conflicts in criminal or socially undesirable 
forms. According to these observers, the 
geriatric delinquent is “dominated by the 
pleasure principle—orientation toward im- 
mediate gratification—frequently at the ex- 
pense of long-range plans..." Such a per- 
son is thought to have suffered a breakdown 
in his ego control. Thus, we have here the 
suggestion that delay of gratification and 
future planning diminish in at least one 
subgroup of the aging population, and that 
this constitutes an. undesirable regression. 
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In a recent experiment, Pollock and Kas 
tenbaum ? attempted to set up a simple ana: 
logue to study delay of gratification com 
paratively in young adults and in aged 
adults who were normal, self-sufficient mem: 
bers of the community. Six hypothetical 
processes were raised as possibilities in ad- 
vance of the investigation. The results most 
strongly supported the following statement: 

The aging individual may perceive that time is 
running out on him. With this thought in mind 
(consciously or unconsciously) he might decide that 
there is no point in continuing to delay gratification, 
It is important to note that if this factor is the 
dominant one, then the abandonment of the “wait 
ing game" need not be viewed as a pathological 
regression, Rather, it would represent “a realistic 
adaptation to a new situation in life.” 


Our hunch right now is that there well 
might be a general tendency toward reduc 
tion of delaying ability because of more or 
less intrinsic changes associated with the 
aging process. However, for many aging 
persons this change represents a realistic 
adaptation to a life situation that is quali- 
tatively as well as quantitatively different 
from situations previously experienced. 

In this connection, attention might be 
called to another subpopulation among the 
aged: those responsible citizens who estab- 
lished a lifelong pattern of denying them- 
selves luxuries and pleasures while they 
worked hard to rear a family and prepare 
for the future—only to arrive at last in that 
future with a sense of having been cheat 
of their long-delayed gratifications. They 
end up neither with the pot of gold nor 
with memories of the rainbow. Here are 
future-orientation and delay of gratifica- 
tion that have gone wrong, valuable com 
ponents of normal development that have 
turned on their hosts to function virtually 
as psychologic cancers. 


Stopping the Clock 


Aged people who underestimate their 
chronologic age express a desire to live 


= 


As the clock runs out 


longer than do those who correctly state 
their age. And those relatively few octo- 
genarians who overestimate their age ex- 
press no wish to live beyond the age that 
they suppose themselves to have attained. 
Furthermore, the overestimators also seem 
to be dying sooner than patients in either 
of the other groups. 

These statements are based upon prelimi- 
nary findings and for now should best be 
regarded as hints for subsequent research. 
But, at the present stage in our investiga- 
tions, it appears reasonable at least to raise 
the following possibility: Does an aged per- 
son who is not prepared for death express 
this feeling by stopping his personal clock 
and wishfully postponing his death? If such 
à phenomenon occurs, then perhaps we 
need to reexamine the assumption that 
When aged people commit mental errors it 
is simply a matter of organic deterioration. 
Possibly relevant to this point is the fact 
that some geriatric patients are well ori- 
ented to month, day, and hour of day, but 
grossly underestimate the passage of years. 
In clinical work, a number of psychologists 
have had the experience of suddenly find- 
Ing themselves in contact, both intellectu- 
ally and emotionally, with patients who 
had been grossly confused, this often dra- 
matic change having taken place when the 
subject of death was dealt with. 


The Twilight Zone 


The preliminary findings mentioned 
ae take us up to the threshold of the 
eee zone, to the possibility that the 
his pon psychologic state can influence 
that Ongevity. Our judgment right now is 
S hc might well be "something" that 

uld be called “will-to-live.” Research on 
i cel has a long, long way to go; and it 

ikely that the will-to-live concept will be 
considerably modified in the process. 
de at we can report with some confi- 
ass. today is that, when physicians rate an 
ed patient as having a will-to-die, this 
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rating serves as a better predictor of the. 
patient's longevity than does the same 
physician's rating of life expectancy based 
upon medical factors alone? Furthermore, 
we have more than a hint of the possibility. 
that will-to-live is not invariably dependent 
upon future outlook or hopefulness.. Al- 
though the presence of a positive future 
outlook often is associated with a strong 
desire for continued life, this relationship 
is far from decisive, and does not begin to 
tell the whole story. 


Discussion and Summary 


The person who has developed in con- 
formity with dominant values in our society 
tends to feel that time is surging along 
toward new events and accomplishments in 
the future; time has a definite meaning and 
direction. The same person, when he be- 
comes an octogenarian, tends to have out- 
lived his previous structure for actualizing 
values in time. 

Our investigations suggest strongly that 
most people, when they are young, do not 
think and feel themselves into the later 
years of their own prospective lifespans, 
and that this is true of those who today 
constitute our population of the aged.707* 
So it is often the case that the aged person 
is living in a surplus time, a time without 
a time, a time that does not make a great 
deal of sense to him in terms of the person 
he used to be, even though he does not feel 
particularly close to the person he is now. 
He has somewhat less ability to postpone 
gratifications and plan for the future, but 
also a good deal less need to do so. Yet, if 
he is to "live for today," then small pleas- 
ures must be relished or intensified, or the 
very idea of expecting gratification from 
life must be put aside—and replaced with 
the determination to "make do" to "put 
up with," to suffer with dignity and for- 
bearance. i 

One pathway of individual experience 
we have observed frequently is gradual 


336 


constriction and “shallowing-out” of the 
personality so that, when death does ap- 
proach, it is a smaller event, because it is 
terminating a life that has already become 
more modest in scope and that has released 
its hold: The image is that of a dry leaf 
blown away by a gentle breeze, as con- 
trasted with that of the burgeoning young 
tree uprooted by a violent storm. In slightly 
less fanciful terms, it is the difference be- 
tween the directional flow of time, with its 
prospective new events and experiences 
coming to an abrupt termination, and the 
cyclical repetition of routine and diminish- 
ing events simply coming to a halt. 

So far as I have been able to use our 
observations and experiences to empathize 
with aged, institutionalized men and 
women, I would have to say that the mean- 
ing of death is intimately related to the 
meaning of time, that time is less fascinat- 
ing and precious, and death less formidable 
and devastating, for many aged people. 
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Cultural determinants of suicide 


The perspective of the Japanese 


Every culture makes its contribution to 
Suicide in its own unique way. In general 
it may be said that the more rigid, the more 
structured, the more stratified the culture, 
the more determinist is it likely to be in 


í lts impact on the rates and patterns of 


Suicide, While this is clearly the case for 
ie in Japan, I will not suggest that 
i ure per se determines each suicidal act. 
in B o to suicide is to be found 
Corio charters, prohibitions, and 
SN Bip isan, as well as in its influence 
dis the psychologic development of the 
ei. and the growing child. 

Ss ath of cultural factors is not 
logic à ed by this recognition of psycho- 
hie eterminants in the genesis and dy- 
- i of suicide. Viewing one as the soil 
in 1€ other as seed, I find it easy to be 

with anthropologists such as De Vos,* 
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Bra ds Community Suicide Prevention Pro- 

‘annual International Development, at the 121st 
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who holds that "suicide, like delinquency, 
is selectively induced . . .” [that] “the prone- 
ness toward suicide as a solution is related 
to the early childhood relationships," and 
with the late Ruth Benedict, who brilliantly 
pointed out, without ever bridging the 
Pacific, that the Japanese child derives his 
essential value system from his parents, who 
are responsible for setting his goals in pre- 
cisely the same way that their parents be- 
fore them fulfilled the same rigid commit- 
ment. For the Japanese, this shaping of, 
and adherence to, life purpose takes on the 
quality of religion. But the total effect is 
not consistent, as we might expect, but is 
made up of contradictory qualities and 
values: strength and dependency, love and 
hate. 
Fundamentally, what is unique about 
Japan to this day is the continuous rein- 
forcement by the culture throughout the 
individual's life of the intense parent-child 
relationship. This contrasts sharply with 
the normal family relationships of the 
American culture, in which the child is 
weaned, in fact as well as symbolically, as 
early as possible from the symbiotic rela- 
tionship with the parent. Comparing the 
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two cultures, it may be fairly stated that 
the Japanese culture is not designed to 
create and support self-sustaining individ- 
uals with a strong and independent ego 
structure. In spite of its many failures, 
the American culture is designed to create 
just such independence. By and of itself 
this configuration is central to an under- 
standing of suicide in Japan. 

Post-war Japan shows many of the ear- 
marks of a hyperkinetic, indeed frenetic, 
modern industrial society. Its population 
is totally rearranged from what it was be- 
fore the war. Artifacts of urban living are 
to be found everywhere. The changing 
status of women and the emergence of 
vital democratic institutions suggest that 
the ancient culture of Japan, with its var- 
ious charters, sanctions, prohibitions, and 
controls, is now part of history. One look 
at suicide in Japan in 1965, however, and 
we find the same patterns, the same meth- 
ods, the same mysticism, the same distribu- 
tion, and approximately the same rates as 
in the years before the war—indeed, as far 
back as the Meiji Restoration. The con- 
sistency is frankly disturbing. 

The characteristics of suicide in Japan 
may be summarized as follows: 


(1) Its rates do not follow a modified J 
curve steadily increasing with age, so com- 
mon to other cultures, but are bimodal in 
character, reaching a peak at 15 to 25 years 
and at 65 years and over. 

(2) The rate for youthful suicides is the 
highest in the world. 

(3) The rate for female suicides at all 
ages is also the highest in the world. 

(f) The rates are highest for people in 
rural areas, in sharp contrast with other 
cultures, in which the frequency of suicide 
is highest in the cities, 

C) The patterns are also unique and 
generally not seen in other modern cul- 
tures, i.e., ritualistic hara-kiri, mass suicide, 
suicide at pregnancy, various forms of 
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shinju or double suicide, and suicide pre | 


dominantly during night hours. 

"These characteristics of Japanese suicide, 
with their long continuity, have never been 
adequately explained in purely psychologic 
terms any more than they can be explained 
purely as expressions of cultural determin- 
ism. But it seems to me that we can better 
understand the suicidal process when we 
view its forms, its frequency, and its identi- 
fiable characteristics within the cultural 
matrix that gives it life and nurture. And 
in Japan, despite its wars and social up- 
heaval, the cultural matrix has been re 
markably consistent over the past eighty 
years, virtually to the present. Its hallmarks 
have been a devotion to such ancient con- 
cepts as on, gimu, and giri—values that are 
inculcated from childhood onward—to self 
discipline and subservience of self to à 
whole system of hierarchies. From these 
are derived many of the features of shame 
and guilt that are associated with Japanese 
suicide. ; 

The early training of the Japanese child 
is marked by a dualism of permissiveness 
and restraint. The restraint is taught by 
direction and conscious manipulation by 
both parents. The mother, who has the 
burden of her children’s behavior, trains 
the infant and child in a variety of subtle 
ways, perhaps the most prominent of which 
is her very presence and her relationship to 
other members of the family group. The 
infant, by the movement of his mothers 
body as she carries him on her back, be 
comes aware of the formal bowing before 
he even learns how to stand on his ow? 
two feet. At a much more subtle level, the 
child becomes aware of his mother's SU s 
servient role and self-sacrifice. To yh 
extent this imposes guilt upon Mages 
children has not yet been assessed. qe 
for that matter, despite studies such j 
those of De Vos * and Caudill and De Vos" 
concerning the imposition of guilt up? 
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the child by threatened death of the 
mother, are we convinced that this form 
of guilt is either meaningful or unique to 
the Japanese culture. 

Much more persuasive is the suggestion 
by De Vos that the tradition of on obliga- 
tions feeds upon the guilt of the child. 
Although selfsacrifice, as we in the West 
know it, is not a value that has much mean- 
ing for the Japanese, the child, in contrast- 
ing the status of his parents and his family 
with that of others, cannot help being 
aware that they do make sacrifices in order 
to bring him up. To be sure, these are not 
sacrifices he has asked them to make; but 
he cannot avoid the burden they impose 
upon him. De Vos suggests: 


The only way open to the child is to attain the 
goal of highest value, which is required of him; 
by working hard, being virtuous, becoming success- 
ful, attaining a good reputation and the praise of 
Sodety, he brings honor to himself, to his parents, 
and to his ie (household lineage), of which he and 
his Parents are, after all, parts. If he becomes 
Virtuous in this way, the parents can also receive 
Credit. Self-satisfaction and praise from society go 
to them for having fulfilled their duty to ie and 
t. by raising their children well. The pattern 
raa itself; he sacrifices himself masochistically 

s$ own children, and on and on. 


Early training, reinforced throughout life 
Within the various hierarchies that have 
always characterized Japan, goes a long way 
idm providing clues not only to the 
[ria of Japanese personality, but also 
$ e ways in which it deals with frustra- 
lon, failure, and shame by suicide. 

In contemporary Japan such suicides are 
commonplace. The president of a transport 
Peg kills himself when one of his 

ucks accidentally kills a pedestrian. A 
Sd administers an incorrect drug, and 
m Patient worsens and dies. She commits 
Ulcide, A student fails in his entrance 
‘xaminations to a university. He commits 
Suicide. A debtor cannot repay his debt. 

€ commits suicide. The creditor, in turn, 
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commits suicide. "The inadequate wife, the 
ailing wife, the dependent wife—anchors 
around their husbands’ necks—remove 
themselves by suicide. Elderly parents 
whose usefulness is gone and whose very 
presence is a problem to their children 
disappear into the mountains and commit 
suicide in such a way that they cannot be 
found. Thus even their bodies cannot con- 
stitute a burden to their children (burial in 
Japan, as in the United States, is a compli- 
cated and expensive business). Whatever 
individual psychopathologies these cases 
represent, in other cultures, not dominated 
by such rigid codes and values as are found 
in Japan, it is likely that resolution of the 
problems would not have been sought in 
suicide. But in a culture such as Japan's, 
which has traditionally sanctioned ritual- 
istic suicide, and at the very least condoned 
other forms of suicide as acceptable means 
of dealing with life’s problems, we antici- 
pate not only such a resolution, but the 
characteristic forms it takes. 

In brief, therefore, we see as much 
suicide as we do in Japan because it is an 
acceptable solution to many of life's diffi- 
cult problems. It takes on the form of per- 
sonal and social protest. It is a means of 
establishing honor or retrieving it when 
lost. It is a way, even, of “finding a place 
in the sun.” In other cultures, these solu- 
tions to life’s problems might be found in 
ambition or greed or flight. They might be 
found in the search for self and in the 
reorganization of inner resources so as to 
prepare better to meet life's challenges. 
These adaptive mechanisms are apparently 
missing in the Japanese personality; and 
against the backdrop of social acceptability, 
solutions are sought in suicide. 
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IRVING N. BERLIN, M.D., SEATTLE, WASH. 


To the child psychiatrist, a three- or four- 
year-old child who is isolated and self- 
absorbed, who does not speak except to 
make eerie noises, rocks constantly, twirls 
objects in front of his eyes, laughs or cries 
without apparent stimulus, has sudden tem- 
per outbursts with destructive and assault- 
ive rages, and appears otherwise to be in a 
world of his own—such a child would fit 
the diagnostic category of childhood schizo- 
phrenia. 

I saw such a four-year-old child last year. 
We made the diagnosis of childhood schizo- 
phrenia after two days’ observation. In 
two weeks there were marked shifts toward 
improvement, and in three months this 
youngster was well. What we had seen was 
a case of very severe social and psychologic 
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The emotional and learning 
problems of the socially 
and culturally deprived child 


deprivation. The child responded to indi- 
vidual attention of nurses in every activity 
on the ward, in the play yard, and on many 
outings; to the stimulation from people, 
activities, and material in the nursery 
school classes; to the stimuli available in 
occupational and dance therapy under g 
tutelage of experienced and |o 
people; and to the vigorous efforts of t 
speech therapist. s 
This child, Teddy, was the sixth of eight 
children living in three rooms in a eo 
project. There was no father in the M 
and the family was on Aid to Depen "e 
Children. The oldest boy, 13, was the ma 
head of the household. The mother was 
an attractive, once-vigorous woman who ps 
hoped that Teddy would be her last child. 
When, in her search for companionship 
warmth, and tenderness from a en 
became pregnant twice more, she i ad 
profound depression, isolated hersel A " 
was unable to pay much epu 
Teddy after his first year. She was iii 
unable to give much physical care ded 
two younger children, now two and E 
years of age. Both of them were q 


Problems of the “deprived” child 


slow in their physical, psychologic, and 
social development; the three-year-old was 
just beginning to say a few words, and the 
two-year-old was barely walking. Teddy 
and his two younger siblings had been 
taken care of by their older brothers and 
sisters, especially by an 11-year-old sister, 
when she was not at school. 

Thus Teddy had experienced warmth 

and nurturing from his mother through 
age one, but not very much in the way of 
sensory stimulation and help in acquiring 
speech from his very depressed mother and 
his overworked siblings since that age. 
One of the reasons for Teddy's psychotic- 
like state was the punitive behavior of his 
mother's seriously disturbed brother, who 
had lived with them between Teddy's first 
and second year. The mother reported 
that her brother beat Teddy frequently for 
his continuous wailing, until Teddy began 
to withdraw into himself. Teddy's rages 
followed the brother's moving out of the 
home. 
_ The mother came from a large family 
in which each child had had the mother’s 
attention for only a short time. By age 16 
she left home to find some kind of warm, 
sustaining relationship elsewhere. For a 
Rut time she experienced a reciprocally 
oving and supportive relationship with 
her first husband, until he was killed in an 
industrial accident. Since then, she had 
been vainly searching for a man like him 
who would make life worth living. 

Teddy's mother was very much con- 
pone about her children and, within the 
imits of her emotional resources, did all 
xa could. "Teddy came to our attention 

*cause the mother's repeatedly verbalized 
Concern about his strange behavior finally 
89t through to her busy welfare worker. 
xal and his siblings are perhaps ex- 
x me examples of social and psychologic 

€privation. Teddy looked psychotic; his 
Next younger sister and the youngest child 
appeared retarded. During Teddy's stay 
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on the ward, the therapist's work with the 
mother and the nurses’ efforts to involve 
the mother in the ward activities around 
Teddy’s care helped her to be more effec- 
tive with Teddy and thus to enable her to 
see herself as a potentially more successful 
person. Social work help continued to be 
given to the mother. The two younger 
children were enrolled in a therapeutic 
day care center, and their retardation 
quickly disappeared. 

Since my experience with Teddy and his 
family, I have had an opportunity to see 
many preschoolers from deprived families 
in a housing project area. 

Although not many deprived youngsters 
are so severely disturbed as Teddy was, I 
would guess that the general manifestations 
of social, cultural, and psychologic depri- 
vation in early childhood (isolation and 
withdrawal from interaction with peers 
and adults, little or garbled speech, hostile, 
destructive behavior, short attention span, 
and hyperactive behavior) can be seen in 
various degrees in many children, I want 
to describe what these symptoms may mean 
in terms of causation, and what measures 
can be taken that may be restitutive. 


Role of Stimulation in Development 


When I first conferred with a group of 
nursery and elementary school teachers 
about socially and culturally disadvantaged 
youngsters, they seemed puzzled that I 
emphasized the lack of stimuli in the 
children’s lives as a factor in their learning 
problems. How, they asked, could a child 
in so large a family, in a neighborhood 
with many other children and adults, not 
have adequate sensory stimulation and be 
deprived of experiences, since so much is 
always going on around him? We then 
began to explore the early experiences 
necessary for an infant's physical and psy- 
chologic development and the accompany- 
ing curiosity, investigativeness, and learn- 
ing. We also began to examine how the 
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life of these deprived youngsters differed 
from that of children raised in middle-class 
homes. 

Perhaps most difficult to assess in brief 
contacts is the emotional state of the 
mother. On the surface, things may seem 
fine; the mother may appear friendly and 
untroubled. She may relate very warmly 
to the child or children who are with her 
during interviews, and she usually denies 
problems in the home. Frequently, when 
a mother from the project is called into 
the school about her child's misbehavior 
or failure to learn, she presents a facade 
of unconcern, of apparent lack of interest 
in the child's problems, and of bland agree- 
ment that the school do anything it sees 
fit to discipline or help the child. 'The 
mother often states that she sees little 
problem at home, and seems at a loss 
about what she needs to do. 

-. When the teacher or social worker really 
gets to know the mother, each begins to 
understand the other as a human being. 
Often only then do the underlying depres- 
sion and feeling of hopeless helplessness 
begin to come through. Barely able to 
manage on her tight budget, surrounded 
by many children, each with his unique 
needs and demands, with little adult 
friendship or companionship from others 
who are not similarly depressed and de- 
feated, the mother has so little for herself 
that she has little to give to her youngsters. 
When fathers are in the home, the hope- 
lessness may not be so severe, since it can 
be shared. However, the stress of low 
wages, the threats of unemployment, the 
Pressing needs and demands in large fam- 
ilies, and the degree of emotional depriva- 
tion from each parents own deprived 
childhood make it difficult for them to 
give much to each other. This often means, 
also, that the parents have little to give 
to their children in a sustained way. Most 
of the mothers that we got to know were 
capable of giving a good deal of warmth 


IRVING N. BERLIN 


and affection to their children during those 
moments when they felt better and more 
secure themselves, and when they began 
to feel the respect and concern of others 
for them as worthwhile human beings. 

Often the infant does not experience any 
consistent and persistent warmth and nur 
turing if his mother is troubled or de 
presed. He may not be talked to very 
much, his beginning babbling may not be 
encouraged by his mother's playful imita 
tion, and he may not be played with much 
for long periods of time. The many stim- 
uli in the home and neighborhood may 
not become organized for him into mean 
ingful patterns through play and encour 
agement to explore the environment. His 
discoveries and achievements are not à 
source of delight and pleasure to his de 
presed and overburdened mother, and 
further learning is therefore not encour 
aged. Often, by the time he is walking 
and talking, there is another child to take 
his place as the baby. i 

Verbal communication is often minimal 
in the home, since depressed people ate 
usually silent and any essential talk 18 
about the bare necessities of living. There 
is not much encouragement of the older 
children to talk about their school exper 
ences and interests because their mothers 
are often concerned with their own nee 
and cannot listen to the children. Verb 
facility is not encouraged, and is therefore 
often not adequate for school. Mes 
may be small; speech may be indistinct am 
mumbled. 

There dre usually no books in the e 
Since parents have not been read to e 
they were children (and, often, Mas i 
they have had little formal educi 
reading may be difficult for them» i^ 
their incentive to read to their childr 
may be low. 1 T 

"Toys, blocks, clay, finger paints, pape", 
and scissors cost money and are us n 
absent. There is frequently little org? 


Problems of the "deprived" child 


ized stimulation of the five senses. There 
is only the constant noise common to 
homes and neighborhoods in which there 
are many young children. Sometimes the 
child needs to handle these noises by not 
hearing. We have seen in many children 
a selective inattentiveness to the surround- 
ings and to the voices and commands of 
adults, 

The middle-class child in our child- 
centered culture obviously has different 
early experiences, opportunities, and stim- 
ulation. 


The Child's Adaptation to Deprivation 


The young children we are talking about 
make two general kinds of adaptation. 
They learn early that, if they are going to 
get much from their mothers, or for them- 
selves, in competition with many other 
children, they have to be aggressive and 
quick. They have to protect themselves 
from others and grab what they can. The 
infants who are born vigorous and strong 
make this adaptation quickly. They be- 
Come aggressive, hyperactive, demanding, 
and impulsive; they learn to get their needs 
Satisfied immediately. These youngsters 
often develop into impulsive children who 
Must act on each wish promptly and with- 
gut consideration of the consequences. The 
ne need for instant gratification is 
Ndicative of the survival need to get for 
ae what is not readily available in 
i cient supply from others. The infants 

o. are not very vigorous, who seem quite 
five and lethargic, may tend to retreat 
m the competition, to become shy, with- 
E and isolated. Usually they are 
Aaa care of by the older children, who 
di for and protect them. We have seen 
i kinds of youngsters in the preschool 

| primary classes, although, in our €x- 
Perience, the impulsive, hyperactive child 
tends to predominate. 
E Verbal skills, understandable speech, and 
minimal vocabulary are essential for the 
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beginning of formal learning. Children 
also need to be able to pay some attention 
and to sit still for short periods of time. 
The aggressive, hyperactive, and impulsive 
child is in no position to do this. The shy, 
withdrawn child sits still, but does not 
attend and become involved. 

A further complication sometimes arises 
from delayed organismic maturation, prob- 
ably due to both nutritional and stimulus 
deprivation. Experienced primary teach- 
ers know that, in the first grade, girls are 
usually maturationally one or two years 
ahead of boys. Girls can pay attention 
longer and are not so fidgety. Boys at six 
or seven have not yet finished the phase 
of large muscle development: they are all 
arms and legs and in constant motion. 
Their fine motor co-ordination and their 
capacity for attention have not yet fully 
developed. In the underprivileged chil- 
dren, in the primary grades the develop- 
ment lag is obviously greater for both 
boys and girls; and there is some evidence 
that it is related both to the lack of organ- 
ized stimuli in the environment and to 
severe nutritional deficiencies. If the diet 
is deficient, there may not be much energy 
for learning; most of it may be used in 
impulsive survival behavior. If a young- 
ster doesn’t have toys, games, and other 
materials to develop manipulative skills 
and concentration of attention, if no one 
reads to him or spends much time with 
him in games, he has no incentive to sit 
quietly for a bit and to concentrate on an 
activity. 

Interestingly enough, in the homes in 
which television keeps kids quiet, the pass- 
ive kind of attentiveness and absorption 
this fosters does not transfer over to active, 
interested, involved, and attentive sitting 
still for learning or participating in en- 
richment activities. Television does not 
promote learning readiness except in terms 
of selective vocabulary and remembering 
which cereals contain the prizes. i 
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Despite their impulsive, hyperactive be- 
havior and agility, most disadvantaged 
youngsters of school age need to be taught 
the specific motor skills of catching, throw- 
ing, and kicking a ball. They need to be 
taught a variety of organized outdoor game 
activities because of their lack of previous 
experience. 

To recapitulate briefly, stimulation and 
responsiveness from a mothering person 
are essential for the development of curi- 
osity, speech, readiness to learn, and eager- 
ness to explore. In many families older 
siblings who have had these integrative ex- 
periences with their parents participate in 
providing the stimulation and rewards for 
exploration and learning for younger 
brothers and sisters. The stimuli in the 
environment need not be fancy toys; but 
the environment must provide not only 
materials to be manipulated and played 
with, but also the atmosphere that encour- 
ages such play. Parents who are de- 
pressed, unhappy, and overburdened either 
cannot permit their youngsters to play with 
pots and pans and utensils because the 
noise is so upsetting, or they learn to shut 
out noise so that they are not aware of, 
and are not responsive to, the child at 
those moments when he needs encourage- 
ment and approval to move on to the next 
phase of learning. 


Gratification and Learning 


The gratifications that children require— 
sensual gratification from being held ten- 
derly, rocked, and played with, the gratifica- 
tion that comes from knowing their 
activities bring smiles of delight and ap- 
proval—are essential prerequisites for learn- 
ing. Each bit of learning requires trial, 
error, and effort. There needs to be some 
pleasure in the achievement, some reward 
for one’s persistent efforts. Without these 
rewards, why learn? Further, the delay of 
instant gratification, the not needing to 
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satisfy an impulse right now, is learned 
only through the medium of another per 
son’s encouragement. Parental approval 
when instant gratification is delayed in 
order to carry out a task is a vital part of 
learning. The delay in gratification and 
the ability to bear some frustration are 
common requirements for all learning. 

Self-discipline also results from the fact 
that someone whose encouragement and 
approval are important does or does not 
like, reward, or permit certain behavior or 
activities. In time we adopt these attitudes 
as guides for our own behavior. 

We tend to forget that the psychologic 
absence of a nurturing, supportive, com 
cerned, mothering person for long enough 
leads to all kinds of trouble. I have been 
asked: Why aren't these youngsters psy 
chotic, then, if there is so much maternal 
deprivation so early? 

I have found that the tiny infant often 
does receive a good deal of love and warm, 
attentive care for the first 6 to 12 months 
of his life. Most mothers are able to enjoy 
their babies; and the close, reciprocal, ten: 
der relationship is sustaining to both 
mother and infant. The problems seem to 
mount after the first year, when the infant 
becomes more independent, mobile, and 
communicative. Often another pregnancy 
economic problems, or the school problems 
of the other youngsters give the mother à 
sense of hopelessness and being trappe® 
with no one to share the burdens; and = 
has little time for the one- to two-yearo 
child, who is now less cuddly and respo* 
sive. ; sai 

Coupled with the psychologic proble b 
are the nutritional ones. Inadequate P" 
tein and vitamins tend to retard Gp 
and development in all areas. This pr 
alertness and compounds immeasurably iis 
psychologic problems for child and Lae} 
as reduced energy levels and reduced ned 
cle strength increase the feelings of desp” 
tion and hopelessness. 


Problems of the "deprived" child 


Purpose of Preschool Programs 


What, then, do we hope will be made 
available for these youngsters through Head 
Start and other programs? What are our 
restitutive potentials? Hopefully, these 
children will learn better speech patterns 
by exposure to a variety of play experiences, 
dramatic story-telling, acting in playlets, 
and encouragement of imaginative play. 
Their vocabularies will increase as they are 
exposed to more words. Various latent 
skills will be developed through use of new 
play materials, New sensory stimuli from 
things they see, hear, feel, taste, and smell 
will enrich their experience. They will 
learn to play with others through a variety 
of activities, Their attention span will 
hopefully increase as they are engaged in 
games and dramatic play, and as they listen 
to stories. Their hyperactivity, impulsive- 
hess, distractibility, and aggressiveness may 
dine as they find that interested adults 

n't permit certain kinds of behavior and 
Teward other activities. "Their shyness and 
gain will be reduced as they find adults 
m ildren in their environment actively 

Sered in, and participating with, them. 
E Very structure of a morning or after- 
Ren with predictability and organization 
a activities makes for more emo- 
SA ravage Since limits become clear, 
‘lh oesn't have to test to find them. 
d à skills learned through ball games, 
* EN tin organized physical activities, and 
be ced, discharge of energy seem to 
ee ; ated into less hyperactive, impul- 
en avior and more learning in other 

ions. 

| amem of adults for the child's en- 
dnd nemine and development of ca- 
Fus i Osters an environment that has 
Ri S permits spontaneous, nondestruc- 
Eug i €ative play and activity. Co-opera- 
find ^ x1 becomes possible after the children 
mA ey don't have to compete and grab 
Th er to have something for themselves. 

€y learn to share as they realize that 
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attention, concern, and help are available 
when needed. A nutritional boost in mid- 
morning seems to enhance the energy avail- 
able for learning, and the increased protein 
and vitamins often add a sparkle to these 
youngsters' appearance. 


Parents in the Preschool Program 


Consider the importance of the preschool 
program for parents, especially for mothers. 
Often the mothers do not know how to 
play with, read to, and be involved with 
their children because they have not had 
such experiences themselves. The child 
needs to be stimulated not just at preschool, 
but during the rest of the day; and the only 
way he can get the needed stimulus at home 
is through involvement of the parents in 
the program. The active participation of 
parents should therefore have high prior- 
ity in plans for preschool programs. It is 
not difficult to involve the parents of dis- 
advantaged children in such programs. 

We found that mothers (after they were 
convinced they were wanted and important 
to the program) were usually eager to come 
for one or two mornings a week, despite 
baby-sitting problems, which were often 
worked out co-operatively among them. 
As parents watched the activities, heard the 
reading, and saw the play with paint and 
clay, they became interested, though shy 
about participating. After two weeks we 
held an afternoon session just for parents. 
With the aid, encouragement, and demon- 
stration of the teachers, assistants, and vol- 
unteers, they learned to finger paint and 
were given appropriate books to take home 
to read to their children. They were taught 
a variety of games suitable for playing at 


home, and were especially fascinated by 


word games such as “Animal, Vegetable, or 
Mineral.” They not only had fun and be- 
gan to play these games with their children 
at home, but also felt easier about helping 
out when they were at the preschool center. 
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We were able to involve several unem- 
ployed fathers in the regular morning pro- 
gram by paying special attention to them 
and asking their help in the physical activ- 
ities. Several employed fathers joined the 
unemployed ones in a Saturday paint and 
repair day. Volunteers prepared picnic 
lunches; and parents, teachers, and volun- 
teers painted and repaired equipment and 
built some new equipment while several 
mothers and one of the volunteers babysat. 
These mutual efforts of parents and staff 
seemed to cement the parents’ relationship 
with the staff and increase their identifica- 
tion with the preschool center. 

A coffee and cookie nook at the center 
was a place where a teacher, aide, or volun- 
teer could talk with the parents about what 
was planned for the morning and what they 
hoped the children would be interested in 
or excited by. Thus primed, the mothers 
often acted as catalysts in certain activities; 
and their pleasure as observers, and some- 
times as participants, in certain games en- 
hanced the fun and interest of the children. 

These experiences enriched the parents’ 
own lives and gave them something to talk 
about. There was more carryover to the 
home of some activities, especially if ma- 
terials were provided by the center. There 
was also a clear identification with, and 
modeling after, the teachers’ and aides’ atti- 
tudes and methods in handling the chil- 
dren. Some parents were able to be more 
firm about preventing destructive and hos- 
tile aggression, and to encourage fuller ex- 
pression of feelings in words or play. These 
shifts in parents’ attitudes were very en- 
couraging to the staff. 

The preschool program offers a head 
Start not just for the child, but for the 
parents—especially the mother—as well. 


Teacher’s Survival in Preschool Programs 


The care and nurturing of teachers in a 
preschool program is a vital problem. As 
a school consultant of many years’ experi- 
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ence, I have seen a variety of programs 
begin as these have, out of necessity and 
without much opportunity for careful work- 
ing out of details. It requires a pioneering 
effort in the service of the youngsters, 
There are no very clear-cut curricula; the 
critical selection of materials and activities 
has not been fully worked out and, in fact, 
is likely to be different for different groups 
of children. Teachers’ and assistants’ ob- 
servations are important in finding the best 
methods and materials. "Teachers are ex- 
pected to impart what they know as teachers 
and what they have learned in orientation 
programs to their assistants, many of whom 
will not have much, if any, formal training. 
How they do this—in simple language 
focusing on the actual work with particular 
children or on particular problems, for 
example—can make their assistants valu- 
able collaborators in a mutual undertaking 
or merely another pair of hands, eyes, and 
ears not too concerned with the total pro- 
cess. After some preliminary briefing about 
the contents of orientation workshops, what 
they know and have learned as teachers 
is probably best imparted through mutual 
discussion of specific aspects and problems 
of the program. 

In any new program—and in most teach 
ing—one of the primary tasks of the teach 
ing staff is survival. It may sound dramatic 
but my experience with new programs for 
retarded, emotionally disturbed, neurolog- 
ically handicapped, and educationally 
handicapped children has taught me that 
there is always a great sense of pressure 
especially at the beginning. One feels every 
thing must get done at once. Teachers y 
think that they have to understand the á 
havior of each child in the first and i 
day, not giving themselves and the dic 
enough time to know each other. TI 7 
normal anxiety of facing a new stp. 
and mastering it slowly may seem PE 
whelming when it concerns such an ! 
portant and urgent task. 


Problems of the "deprived" child 


Both nursery school and elementary 
school teachers may need to adapt them- 
selves to a variety of new problems and 
methods. The nursery school people may 
need to recognize that these youngsters re- 
quire more structure and regimen to feel 
safe and to learn more easily. The elemen- 
tary school people may need to learn that 
it takes less structure and more play and 
dramatization by the adults than they are 
used to, 

Adaptation is a strain for everyone. De- 
spite a short day, the teachers may feel 
terribly tired, as if they had worked ten 
hours at high speed—and, indeed, they 
have. In addition, each teacher has an 
assistant, and probably several volunteers, 
Whose initial discouragement the teacher 
has to deal with along with her own. 

By the end of the first week, many 
teachers may wish they had never volun- 
tered for such a program and may be con- 
vinced that they really don't belong in it, 
that the kids can’t be helped, and that it's 
ahopeless task anyhow. Often at this point 
teachers may feel like quitting. When they 
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do feel this way, let them share their doubts 
and discouragement with their assistants 
and volunteers, thus making it safe for all 
of the team to share these expected and 
human emotions. Such sharing usually re- 
duces the feeling of hopelessness and alone- 
ness and permits the teacher to try again. 
If the teacher survives this difficult period, 
some time in the second or third week the 
team usually gets into the swing of the pro- 
gram and discovers how much the young- 
sters are benefiting from it. Hopefully, the 
teachers will discover how much they them- 
selves are gaining from their own creative 
efforts. 

As we begin to understand another di- 
mension of a child or an adult with whom 
we are concerned, we concurrently become 
aware of, and begin to understand, a new 
dimension within ourselves. This is the 
process of creative growth, in which efforts 
to help others grow results in self-growth. 
Such self-growth is one of the rewards of 
participating in the preschool programs for 
socially and culturally deprived children. 


ALF HOFFMANN, M.A., PEORIA, ILL. 


The setting is the schoolroom in a hospital 
with a program to help emotionally dis- 
turbed adolescents. Joe is a 12-year-old who 
should be in the sixth grade. His reading 
ability is second grade, his I.Q. is high, his 
frustration tolerance is short. The teacher 
is attempting to have Joe read a story, but 
Joe is hostile and uses anger as a defense 
mechanism to ward off the efforts of the 
teacher to have him read. “You expect me 
to read that kid stuff! That’s baby reading. 
Who do you think I am? A kid in kinder- 
garten? I ain't gonna read that little kids’ 
stuff! Gimme a sixth-grade book. I'll show 
ya! I'll show yal” The teacher gives him a 
sixth-grade book. Joe tries—Joe can't. 
The setting is the same, but the time is 
different. Larry, a 13-year-old, is drawing 
a picture of a girl from a magazine. He is 
allabsorbed in his drawing, working with 
concentrated interest. Suddenly he stops, 
looks quizzicall at the picture, and then 
with vigorous strokes erases a greater part 
ofthe drawing. Before he has it all erased, 
he stops and stares balefully at the picture. 
In high anger, he crumples the paper then 
throws it away. "It ain't no good. I quit!" 
Both Larry and Joe are expressing their 
concept of self-worth. Although seemingly 
divergent, both are expressing the same, 


Ss 
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Personal worth | 


debased self-image. Larry and Joe, and 
hundreds of others like them, have a com- 
mon denominator—a sense of being humili- 
ated because of their anticipation of re 
jection. Because this kind of youngster 
anticipates being rejected, he feels that 
there must be something either deficient or 
wrong in his character structure, which 
makes him unacceptable to other people. 
Being repugnant to other people ae 
that they, the people, want nothing to do 
with him. He feels himself to be an out 
sider, an outcast. 

Although emotionally disturbed, the 
Larrys and Joes are very logical creatures. 
Hetereostasis must be replaced with hongi 
stasis. “If only I were not me; if only 
could be someone else; they would Lue ne 
and would accept me”—the "they being 
the nameless, the faceless society, both int: 
mate and environmental, so necessary hi 
satisfy his deep need to be accepted. ft 
thinking of himself in terms of be 
possible human being, by substituting am 
self for that being, by exchanging an 1 H 
tity, Larry or Joe need not feel the P^ 
powering force and the poignant perd i 
that he is not loved, that he is not e 

The debasing of self is the quickest H 
to secure a vicarious or replacement T 
of worth. The Larrys and the pret 
have not fully lost their sense of wor 
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identity must debase themselves, because 
this is the most readily available, ready- 
made way to ease the gnawing pain of the 
feeling of worthlessness and rejection, Ac- 
tually, the self-debasing person tries very 
hard to show how important he is (at least 
in his own eyes) by twisting his shortcom- 
ings. Self-debasement, self-inflation, and 
conceit are usually the overt signs of inner 
emptiness and anxiety-ridden self-doubt. 
They can serve as a cover-up; for example, 
the boy who feels weak can develop into 
à bully, and the mediocre and inferior per- 

son becomes the liar and the braggart. 
The substitution of self-debasement for 
dignity and worth provides the Larrys and 
Joes with a convenient method of avoiding 
any aboveboard or direct confrontation of 
the problem, which is basically one of iso- 
lation, worthlessness, and rejection. The 
self-debasing substitute then provides the 
Larrys and Joes with a logical rationale for 
their hatred of self which, in turn, rein- 
um self-debasing tendencies. In actual 
€ Situations, the attitudes of the Larrys 
and Joes toward others usually parallel the 
attitudes they have toward themselves. Be- 
Es one hates oneself, the latent and 
Fu tendency to hate others becomes a 
2 rmed method of rationalization, as 
as a subconscious functional operation. 
<r from the subjective feelings of 
2 Eve and rejection to a debasing 
at and thence to a feeling of antipathy 
_ atred toward others become not only 
E but a necessary modus operandi. 
tio corollary of the debased self-image 
WIL a selfishness, an inordinate concern 
eia In his book Man for Himself, 
"un romm 1 develops the concept that 
ior n and excessive self-concern stem 
The k e core of the debased self-image. 
RDN to understanding this concept is 
d on that self-love and selfishness are 
tae, Opposites. In their thinking, the 
x and Joes, who inwardly feel them- 
$ to be worthless and therefore to be 
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rejected, must build themselves up by a 
selfish and distortive exploitation of self 
and others. Conversely, the person who has 
a coherent and positive experience of his 
own dignity and worth can act generously 
toward himself and others, Over a cen- 
tury ago, Soren Kierkegaard? expressed 
this paradox succinctly: 


If anyone, therefore, will not learn from Chris- 
tianity to love himself in the right way, then neither 
can he love his neighbor. To love one’s self in the 
right way and to love one's neighbor are absolutely 
analogous concepts, they are at the bottom one and 
the same . . . Hence the law is: “You shall love 
yourself as you love your neighbor when you love 
him as yourself.” 


Looking at Larry and his reaction to the 
mutilated drawing, and giving Joe the 
opportunity to prove himself to himself, 
one has the sad awareness that, within those 
two bodies, the debased self-image is the 
result of a long-term learning process. The 
Larrys and Joes are merely the end product 
of a society that is not sure of itself. As 
Rollo May ê expressed it: “The chief prob- 
lem of the people of the middle of the 
twentieth century is emptiness . . . painful 
feelings of powerlessness because they feel 
vacuous and empty.” 

Could Larry and Joe have acted any 
differently than they did? The answer, 
sadly, must be “No.” Larry and Joe have 
become the self-hating, other-hating persons 
they are because Larry had to become Larry 
through his unique educative processes, 
and Joe had to follow his individual emo- 
tional pattern of development. The pat- 
tern of each is contingent on the pattern 
of his society, which is characterized by its 
sense of “emptiness.” Can Larry or Joe 
ever become a person other than he is? 
Both can and will, provided each in his 
own way can come to see himself honestly, 
as in a mirror, and can in all sincerity say, 
“J like what I see because I perceive a 
personable person, and I have a dignity as 
a nable person because I am accept- 
able and worthwhile.” 
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And where can the Larrys and the Joes 
find their magic mirror? The Larrys and 
Joes have their mirrors if they would only 
see and accept the reflections in terms of 
themselves. The mirrors are the teachers, 
are the people important in the lives of 
the Larrys and Joes. Not only must the 
teachers and the other people important to 
the Larrys and Joes have the empathetic 
insight to respect and reflect the Larrys and 
Joes as persons having dignity and worth, 
but the Larrys and Joes must be helped in 
developing the insight to know and feel 
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that their teachers and other people im: 
portant to them accept them, understand 
them, and love them simply because they 
are Larry and Joe. 
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"I wouldn't care if I had," calmly declared 
a 15-year-old youth when it was remarked 
that he might easily have been killed while 
driving a stolen car 90 miles an hour. "I'd 
be glad if I died tonight.” 

Among all the conflicting theories about 
So-called juvenile delinquency’s causes and 
Cures, one fact is clearly evident: boys and 
aN who commit serious and repeated of- 
o vi E unhappy human beings. Prob- 
Eur ing could be more irrelevant to 
kin E of the "get tough" approach to 
rk "3j the problem of juvenile law-break- 
bud imposing severe punishments after 
n ot law have occurred. But no 
bin eration could be more important to 
NS eene in prevention—surely 
e: € to any kind of after-the-offense 

lur i (In view of the emphasis generally 
yf n correctional facilities and efforts, 
aera neglect of what is re- 
A * prevention, one may justifiably 
Tem > igh Se we really are con- 

ord about trying to keep boys and girls 
; Saag into trouble.) 
a th at are the causes of the unhappiness 
b: ws juvenile vandalism, burglary, 
^ te and may eventually lead 

S Ty, rape, and murder? 


* Mr, 5 

Ih: cag is supervisor of the Intake Division, 
chm juvenile and D i i 

Ria idis and Domestic Relations Court, 


Happiness: “delinquency vaccine" 


and her parents. His divorced and remar- 
ried father took little or no interest in him 
and contributed a minimal amount to his 
support; his stepmother made it clear that 
he was unwelcome in their home. His 
mother held a full-time job and had an 
active social life in the evenings. Her at- 
tention to Dan took the form of buying him 
things. (It is hard to say which is more 
emotionally crippling to a child, open pa- 
rental admission that, “I don’t want you, 
don’t like you, and will get rid of you if 
I can,” or rejection—and guilt—masked by 
overprotection and overindulgence.) His 
irascible, fault-finding grandfather was even 
more cantankerous when he was drinking 
intoxicants, and Dan found it impossible 
to stay in the house at night. Like most 
boys who take cars, he was not doing well 
in school, and was having special difficulty 
with reading. 
It is quite apparent that Dan lacked the 
psychological nutrients and vitamins we all 
require for a sense of security and. peace 
with ourselves and others: attention, ac- 
ceptance, approval, affection, and oppor- 
tunities for reasonable accomplishment. It 
has often been noted by researchers that 
lack of self-esteem is an almost universal 
characteristic of chronic "delinquents." 
"They tend to be impulsive, heedless of con- 
uences, and miserably repentant and 

perplexed by their own conduct af 
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Resistance to temptations requires self-con- 
trol; self-control requires self-confidence. 
But how can self-confidence develop unless 
one has been valued and cherished enough 
to have a sense of personal worth and com- 
petence? 

Our self-image, psychologists tell us, is 
the product of what we believe others’ (es- 
pecially parents’) estimate of us to be. Not 
long ago, I asked a 14-year-old boy if he 
considered himself an obedient, co-operative 

n. 

“No,” he replied without hesitation. 

“Why?” I asked him. 

“Nobody ever told me I was,” he said— 
again without taking any time to formulate 
his response. 

Dan at least had parents who were legally 
married. Who has counted the lifetime 
criminal careers begun in the shame of 
illegitimacy? It is bad enough not to be 
really wanted and loved by a father and 
mother with sufficient respect for each 
other and social conventions to precede 
parenthood with the establishment of a 
legally and socially approved relationship, 
but surely worse to be obviously the prod- 
uct of unplanned conception—an accident, 
a mistake. 

It is obvious, of course, that not everyone 
who is unhappy commits crimes. Probably 
the most perplexing—and important—ques- 
tion about human misbehavior is why dif- 
ferent individual human beings in similar 
sets of circumstances can react so differently 
—why, for example, some unwanted and 
unloved and otherwise emotionally handi- 
capped children are law-abiding and rea- 
sonably successful in life, why economic 
deprivation and slum living conditions do 
not have the same effects on all who experi- 
ence them, and so on. This individuality 
of response surely indicates, among other 
things, that personal will and initiative are 
primary in human nature, and that the 
theses of behaviorist psychology are there- 
fore fallacious and untenable. 
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It is equally obvious that happiness for $ 
everyone is a Utopian goal not likely to 
be attained soon, if ever—even if we could | 
agree on what happiness really is and how | 
it can best be achieved. Some thinkers have 
expressed the opinion that human nature | 
contains elements that would produce selt- 
ish, antisocial, criminal activities in the 
most ideal of environments. Also, planned 
development of social settings is likely t0 | 
impose restrictions on personal freedom 
that most people are unwilling to accept 
preferring certain imperfections to a theo 
retical ideal tending to require extinction 
of individuality and reduction of human | 
persons to the status of controlled auto 
matons. Surely a real Utopia can come 
only out of mutual respect, the free es- 
pression of good will, and voluntary 0% 
operation. 

Someone has recently asserted that hap: | 
piness is not the proper goal of living any 
how, that self-fulfillment is. One may ask 
however, which of many possible selves 1 
dividuals should be encouraged and helped 
to fulfill: happy, loving, considerate, m 
operative selves; self-centered, oec | 
exploitative selves; or bitter, frustrated, 
hostile, vengeful selves. In any event, a 
piness cannot be attained directly. It 
either the active joy and satisfaction p 
duced by rewarding, useful activity and A 
active self-expression, or inner sereni 
sulting from peace with self, harmony w 
others, and a feeling of reasonable compe 


pointed out that we tend to feel about s l 
toward others as we feel about and towa 
ourselves. We not only should, bu 
love our neighbors as we love ours! d 
What has all this to do with per 
of juvenile "delinquency"? ‘Since Mo 
people are generally law-abiding P® a 
with little inclination to harm qha i 
sons or their property (because of e 
antagonism, or inner resentment pr 
by frustrations), we best prevent su 


t do 
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ful behavior by helping children (and older 


human beings) to find the satisfactions they 
need and crave in socially acceptable ways; 
to feel important, valuable, loved; to de- 
velop a sense of adequacy through accept- 
ance and experiences of achievement; and 
to grow toward autonomy, self-discipline, 
and responsibility. 

How do we accomplish this? In innu- 
merable ways—far too many to be listed 
here. There are, however, certain basic 
needs on which we all agree. We know well 
what they are, but we too seldom undertake 
to make sure they are supplied. 

B First of all, we should do everything pos- 
sible to prevent any child's being conceived 
or born accidentally. Surely every child has 


aright to be wanted, to be conceived re- 


Sponsibly, to be born into a reasonably 
secure environment. Young people—pro- 
spective mothers and fathers—need to be 
taught not only anatomy and physiology, 
but Something about their own dynamics, 
Es and goals, about the responsi- 
Itiés and privi i E 
E privileges of marriage and par 
Second, every child's education—at home, 
at School, and elsewhere—should encourage 
Br rimulate his natural curiosity and cre- 
UA not suppress and stifle them by me- 
p routines and the demands of con- 
bn No child should be subjected day 
E ay to demands inevitably frustrating 
"ud EE arntürcedina unless we wish to 
E. i ostility and aggression. All young 
Er. need beneficial and remunerative 
ho of using their time and tremendous 
SACR In many places, work has been 
AE marvelously fruitful in reducing un- 
w. ul, destructive activity. 
Third, every child is entitled to respect 


an xot Ue 
d appreciation as an individual human 


id With a destiny that is unique. He 
Ould be helped to find the security of 
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a sense of belonging to some group, but 
he should also be encouraged to express 
his personal creativity (always with con- 
sideration of the rights of others, of course). 
He should be inspired to set his sights 
above selfish and material goals, to ques- 
tion and probe his own nature, to grow 
as far as he can, constantly extending the 
horizons of his understanding. 

If every child were assured these advan- 
tages, “delinquency” could hardly be a 
major problem, though there would always 
be normal childish misconduct. (Many 
acts now legally prohibited and punishable 
have been typically “committed” by boys 
throughout human history.) A surprising 
number of young people become involved 
in offenses primarily because they can’t 
refuse when something is suggested—usu- 
ally because of dread of being considered 
“chicken.” Delinquency statistics could be 
reduced by perhaps a third if those who 
just go along could be persuaded that it 
would be better to be a free chicken than 
a caged goose. 

When emotional malnutrition and crip- 
pling are not prevented to begin with, early 
diagnosis and remedial treatment are es- 
sential to head off “delinquency.” The 
longer a personality pathology has existed, 
the more difficult it is to treat, and the 
harder it is to redirect behavior. At any 
stage, punishment alone rarely brings about 
reformation. There must be substitution 
of acceptable activities and satisfactions for 
illegal enterprises. Malnutrition is not 
cured by a bread and water diet, nor do 
we help a boy with a broken leg to walk 
by breaking his other leg. Only when we 
effectively help a human being to find 
happiness for himself (we certainly can’t 
hand it to him) do we attack the problems 
of misconduct in the most productive way, 
both theoretically and practically. 


PHILIP H. ROSENBERG, M.D., CINCINNATI, OHIO 
RUTH LATIMER, M.S., LL.B., CINCINNATI, OHIO 


Suicide attempts by children 


Suicide is a medical and social problem of 
undetermined magnitude. When children 
are involved, many successful suicides are 
concealed by parents and other well-mean- 
ing adults under the guise of accidents. We 
know little about unsuccessful attempts; 
these are understandably "hushed up" by 
all concerned. 

We hypothesized that a study of suicide 
attempts could lead to a better understand- 
ing of this behavior in children and adoles- 
cents and possibly to a program of preven- 
tion. What follows is a study of children 
Whose serious suicide attempts were one 
reason for their admission to Longview 
State Hospital, Cincinnati, Ohio. 


Review of the Literature 


Toolan? has delineated the signs of de- 
pression in children and adolescents, point- 
ing out that they do not exhibit the signs 
and symptoms of adult depressive reactions. 
Behavioral problems, such as tantrums, dis- 
obedience, truancy, and running away, can 
indicate depressive feelings. The adoles- 
children's unit at Longview State Hospital at the 
time of this study; he is now at Rollman Psychiatric 
Institute, Cincinnati, Ohio. Mrs, Latimer is a con- 
sultant in mental health; her address is 3325 Burnet 
Ave., Cincinnati, Ohio, 45229, 
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cent may exhibit depression by boredom, 
restlessness, and preoccupation with trivia. 
He may be unable to be alone, and seek 
constant stimulation. Other signs of de 
pression in adolescents include excessivé 
fatigue, hypochondria, accident prone 
and difficulty in concentration. Actingo! 
may be a sign of the adolescent's trying to 
escape his depressive feelings. wall 
Another study ? has shown that un! r 
able situations may cause a child to attempi 
escape. Deprivation of love pron E 
gressiveness against those who deny i 
Under the influence of guilt, these teni A 
cies are turned against the self. The a 
cide attempt may constitute a pune 
against the environment and an attemp 
secure more love. i 
Other studies, such as that by Tu 
and Connor? emphasize the family "d 
tions from which suicidal children a 
adolescents come. Family aise 
neglect, cruelty, abandonment, bee i 
and delinquency are common in n E 
adolescents who have attempted RU J | 
In a Canadian study,* the majority 0* 7 
children were shown to live in homes ko 
grossly disturbed family relationships E 
several cases the homes were e Ki 
through loss of one parent by pe ving 
desertion, or by mental illnesses, r 
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from chronic alcoholism and severe neurosis 
to manic depressive psychosis and schizo- 
phrenia. 

Another study 5 has indicated that in the 
history of each suicidal child there was in- 
tense parental ambivalence toward the 
child, frequently weighted heavily in the 
direction of unconscious resentment, hostil- 
ity, and rejection. It postulates that the 
child perceived he was a burden, became 
isolated and frightened at his helplessness, 
and developed anxiety. A sense of unworthi- 
ness and a hopeless rage against it resulted 
In a paradoxical situation in which a nat- 
ural biologic drive for survival became per- 
versely involved with a drive toward self- 
destruction. 


Method of Study 


The records of all children 18 years old 
and under admitted from 1950, when the 
pial set aside some wards for children, 
ene 1963 were reviewed. The reader 
rre that there are limitations to 
n S ased solely on records. The bias in 
T a sampling is also apparent. (Longview 
a quired by statute to admit any patient 

mmitted by the Probate Court of the four 
Counties it serves.) 


Findings 

^u the 163 girls admitted, 22.6 per cent 
eed serious suicidal attempts prior to 
ssion. For the 209 boys, the figure 

Was 6.7 per cent. 
dg Adm below, 21.6 per cent of the 
Sade T 21.4 per cent of the boys were 
uui years of age on admission, which 
usually soon after the suicide attempt. 
COR. girls, 32 per cent were the 
amil a 24 per cent the youngest in the 
the mh among the boys, 50 per cent were 
T est, and 14.2 per cent, the youngest. 
Wo of the suicidal patients were twins. 
€ first patient was female with a female 
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TABLE 1 
Age on admission 

Age, years Female Male "Total 
9-11 3 0 3 
11-13 5 3 8 
13-15 12 3 15 
15-18 17 8 25 


eh 


twin; the second was a female whose twin 
was a male. 

The first was 13 years old on admission. 
She and her twin came to the attention of 
the juvenile court when their stepmother 
requested their removal from home because 
of their homosexual behavior with each 
other. The patient was anxious, tearful, 
deeply depressed, and more sensitive than 
her twin to the stepmother's rejection. It 
was felt that she was rapidly approaching 
a psychotic break. Her twin was using 
denial and repression to handle her prob- 
lems, and these mechanisms appeared to be 
working well. She was sent to a diagnostic 
center when her sister came to Longview. 

The second twin patient was 15 years old 
on admission. She and her twin brother 
had been left, as infants, with relatives; and 
the record indicated that their mother had 
rejected not only the patient, but also her 
twin and another sibling. The patient felt 
considerable hostility toward her twin and 
was not upset at being separated from him, 
saying that she liked him the least of any- 
one in the family. 

There is no evidence in the records that 
either of the non-patient twins had suicidal 
tendencies or had made any suicide at- 
tempts. 

Psychologic studies of the female patients 
revealed no significant difference in dis- 
tribution of 1.Q.s from the generally ac- 
cepted norms. Despite this finding, 75 
per cent were one to four years behind in 
school (eliminating from consideration two 
who were in special schools). The boys did 
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TABLE 2 
Diagnoses 


Female Male Total 


"Transient situational personality 
disorder 6 
Personality pattern disturbance 13 
Sociopathic personality 
disturbance 
Psychoneurotic disorder 
Psychotic reaction 
Schizophrenic reaction 
Chronic brain syndrome 
Mental deficiency 
Other diagnoses 
Undiagnosed 


Qo 


ee oR Dh 
o o0 o1 1 ENN 
-—NM-octoc 


not approximate the generally accepted 
norms as closely as the girls; the median and 
the mode were lower than in the normal 
distribution. All but two of the boys (one 
properly placed and one in a special school), 
or 85.7 per cent, were one to four years 
behind in their school placement. 

In making diagnoses of these children, 
the staff had evaluated social history, psy- 
chologic tests, electroencephalographic rec- 
ords, and initial and other clinical impres- 
sions. 

Table 3 indicates the methods of at- 
tempted suicide. It should be noted that 
the girls frequently used a combination of 
methods in one suicide attempt. 


Summary on Girls 


Eleven of the girls had had reasonably 
stable homes, either with parents or parent 
substitutes. In 19 cases, the parents were 
separated or divorced; in one, both parents 
had deserted the home; in four, one parent 
Was deceased. In two, the parents were 
living together in an unstable relationship. 

Descriptions of the 26 parents were 
monotonous and included: dull and inade- 
quate; illegitimate with disturbed early life; 
arrested. for disorderly conduct; rejecting 
of patient; unstable; highly emotional; 
mother encouraged father to be abusive; 
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{ 
extremely punitive; emotionally immature; 
completely rejecting and beats patient 
guilt ridden; alcoholic and severe with the 
children; autocratic, abusive, and overly 
strict; contact with reality precarious; re 
jects all the children and very possessive of 
patient, with suspected incest. 

Two parents, one mother and one father, 
had been in mental hospitals. Occasionally 
a parent had made suicidal threats, and in |. 
two cases a member of the family—one step- 
father and one sister—had been successful. 
One patient's brother had unsuccessfully at 
tempted suicide. 

A serious element in the patients’ history 
was a high incidence of being sexually 
molested; in seven cases it seemed definitely 
established, and in at least two others, 
probable. Sexual delinquency, experimen: 
tation, staying out late at night with. boys, 
and the like were frequently mentioned. 
Two patients had had illegitimate children. 

From the histories it appears that the gil 
who makes suicide attempts is one who acts | 
out in sexual delinquency, running away | 
truancy, and destructive behavior, rather 
than in withdrawal. Depression is fé 
quently mentioned. The girl is often not 


the only one of the family who is troubled; | 


TABLE 3 


Method of attempted suicide 
ERE TE iuc 


Male Female 

Poison 0 ^ 
Overdose of aspirin 2 4 
Overdose of sleeping pills 0 
Overdose of other pills and liquid u 

medicine 2 $ 
Taking various nonmedical liquids — ? 4 
Moving vehicle 0 1 
Jumping from high place 1 4 
Hanging 2 1 
Gas 1 & | 
Cutting wrists 3 $t 
Other cutting 1 0 
Smothering 1 0 
Strangling 8 
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there are many references to difficulties and 
delinquency on the part of siblings. 

This, then, is the picture of the girl who 
has attempted suicide prior to admission 
to the state hospital. With rare exceptions, 
reality contact is well established in this 
girl, and occasionally she has some concept 
of goals and some insight. However, her 
lack of confidence in herself and in adults 
frustrates any effort to achieve goals, with 
the result that she is frequently disgusted 
with herself and with life. Anxiety and 
guilt are common. In cases in which the 
girl is burdened with guilt, the attempted 
suicide has sometimes met her need to be 
punished. 

Male and female identification is fre- 
quently lacking, and in many instances the 
patient has never had close personal rela- 
tions with adults or peers. This felt need 
I5 expressed both directly, that is, in inter- 
views, and indirectly, that is, in responses 
to some of the psychologic tests. The girl 
seldom has any concept of self-worth and 
depreciates herself. Feelings of hostility, 
Specifically toward rejecting parents and 
rival siblings, are often expressed. A com- 
mon characteristic is inability to tolerate 
refusal of any request, which is always in- 
terpreted as rejection. 

Overwhelmed with feelings of despair 
and loneliness, some turn to death as an 
m (such as one girl who hoped to die 
am return to earth as a tree and live peace- 
mu With no problems to solve). Fear of 
d s expressed frequently. One girl said, 
Wis so afraid of life I can't face it... - 

at is there to do but kill myself?” 


* Summary on Boys 


The home situations of the boys were not 
Bear conducive to stable personality 
evelopment; only two of their homes could 
considered even reasonably stable, Two 

4 oa gern living together, but in an un- 
a € relationship. In eight cases, the par- 

8 were separated or divorced; one child 
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had lost a parent by death; and one had 
actually been deserted by both parents.. 
There were many instances of temporary 
desertions (e.g., one parent would leave 
home after a quarrel). 

Excluding the two boys who had satis- 
factory parents, we find, as with the girls, 
that the descriptions of the parents and 
their conduct included: beat child by hit- 
ting his head against the wall; unstable, un- 
dependable, and abusive; rejection promi- 
nent; abusive and antisocial; abusive to 
patient and to his mother; heavy drinker 
with prison sentences; alcoholic and incon- 
sistent; overprotective and very hostile. 

One mother, two fathers, two siblings, 
and one stepfather had been in mental hos- 
pitals. Two of the mothers had made sui- 
cide attempts. As with the girls, the boys 
were not the only troubled ones in the 
family, and frequently had siblings who 
were disturbed and/or delinquent. 

The boys had been acting out for a con- 
siderable time before making the suicide at- 
tempts. Truancy and other school diffi- 
culties, running away from home or from 
institutions, destructiveness, stealing, and 
defying authority were common. The psy- 
chiatric and psychologic evaluation of the 
boys showed almost universally deep-seated 
feelings of inferiority and inadequacy. 
Many felt “picked on” by peers and/or au- 
thority figures, and were fearful of both. 
Environmental influences and the parents’ 
own emotional disturbances contributed to 
these feelings. 

This, then, is the picture of the boy who 
has attempted suicide. He is angry and 
aggressive, constricted and without drive, 
provocative with peers, and semi-delin- 
quent, often in an attempt to establish a 
relationship. He lacks spontaneity, is de- 

resed and looks sad. Male and female 
identification is poor in most cases. Frus- 
tration tolerance, as with the girls, is low. 
(Some suicide attempts seemed motivated 
by “sheer and total frustration.”) A great 
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weariness pervades many of the boys, and 
“tired of living" is a frequently mentioned 
feeling. 

The boy shows his need for recognition 
and achievement, but has no means of real- 
izing either. Often he seems to be seeking 
acceptance and love from parents or sub- 
stitutes, but experiences neglect, rejection, 
and inconsistent treatment instead. 


Conclusions and Recommendations 


The lives of children like those studied 
are marked by frustration and futility, and 
the children are at the mercy of their in- 
stinctual and aggressive drives. Their in- 
fantile need for immediate gratification 
causes constant trouble for them. They 
meet failure in most of their endeavors and 
develop feelings of inadequacy and helpless- 
ness. "They have no real security, and they 
have had no opportunity to develop re- 
sources for handling stress situations. Un- 
met dependency needs and real or threat- 
ened loss of love objects are factors in most 
cases. 

The many traumatic experiences, the 
crippling emotional environments, and, 
especially, the destructive parent-child re- 
lationships make it difficult for these sui- 
cidal children to have any conviction that 
life is worth living. The child is faced with 
a very harsh reality and is incapable, with- 
out help, of handling it. Whether his sui- 
cide represents the final regression from 
this reality or a cry for help in handling it, 
he is in acute distress. 

Prevention of the disintegration that 
makes suicide the only answer is not easy. 
Somehow the fundamental needs of the 
growing child must be met. Harmonious 
family life with parents who provide nur- 
ture, support, and guidance in growing up, 
and who present good male and female 
identification figures, is of primary impor- 
tance. The child's sense of his own indi- 
vidual personality and worth evolves from 
this kind of child-parent relationship, in 


which he can find gratification for his neeg 
and feel secure in his object relations! 
The child then becomes less vulnerable 
life’s stress and strain. ^ 

The high incidence of rejecting parei 
suggests that counseling for them is 
sential. Professional staff attached to ma 
kinds of clinics, for example, might be 
fective. Observant doctors need mot 
readily available resources to which 
can refer disturbed parents. If such p 
ents are treatable, it is urgent that they 
ceive help before they irreparably dam: 
their children. Unassisted, very few s 
the help of the excellent family agen 
that counsel with parents. More aggre 
efforts and wider dissemination of infoi 
tion about community resources are i 
cated. Whether these parents could 
be motivated to seek help is problemati 
Agencies may need to reconsider their “ine | 
take" policies so as to accept less well-mote 
vated people. | 

Usually, the first place the children's 
ficulties are seen outside the home 1s t 
school. Poor home situations are ofte 
modified by the influence of teachers 
other school personnel. The school 
riculum may provide creative outlets A 
frustration and aggression. More active 1 
tervention by teachers and referral to oth 
school and community resources, such à 
guidance and counseling services, 
needed. 

The role of religion in helping the ch i 
establish values and codes of conduct 18 also 
important. Many religious organize 
are trying to reach non-church-affiliateg 
families. 

We have noted that, although our C% 
cern was with the suicidal child, many 
the siblings were also in trouble. U 
chances of these children's ever being 29% 
to function as good parents are remote. 
vicious circle means an ever-increasing 4 
to the community in wasted lives and y [ 
money spent for private and state-suppor 
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hospitals, correctional institutions, and wel- 
fare programs. Effort toward rehabilitation 
of disturbed families is urgent. 

We need to develop more adequate place- 
ment resources. Special foster homes and 
small institutions equipped and staffed to 
care for children are required. Such re- 
sources are needed also for the child ready 
to leave the state hospital whose family 
situation is unchanged and who has no 
healthy place to which he can go. 

With the development of the concept of 
the comprehensive mental health center, 
there is a new push toward early case-find- 
ing diagnosis, and treatment and toward 
the extension of mental health services to 
communities now devoid of resources. The 
object is to take services to where the people 
In greatest need of them are. The goal of 
appropriate treatment quickly available 
brings hope that situations such as those 
from which suicidal children come will be 
remedied before a crisis stage is reached. 
Interprofessional responsibility and col- 
liboration will make possible a total family 
approach to the pathologic situation, as con- 
tasted with fragmented services to indi- 
Viduals, 
se children—suicidal or not— 
titers est our community can offer, and 

our best has not been good enough. 
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Unfortunately, the community does not 
really know the plight of these children and 
the lack of protection for them. Fortunately, 
an aroused community is now attacking the 
problem of parents who physically abuse | 
their children. (Many of the suicidal chil- 
dren had been subjected to physical abuse.) 
Despite the psychologic and legal complexi- 
ties, it is but one step further to tolerate no 
longer parents who emotionally abuse their 
children. (Almost all of the suicidal chil- 
dren had been subjected to emotional 
abuse.) 

An informed community must act when 
children need help. For who could easily 
forget the child—and the many others like 
her—who said of her suicide attempt, “I 
did it to myself—it was a little gift for my 
sorrow." 
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Confidentiality in child therapy 


The confidentiality of information in child 
therapy presents the therapist with prob- 
lems unlike those encountered in the treat- 
ment of an adult, who enters a clinical re- 
lationship by his own choice. Malmquist 1 
has questioned whether a child has the 
right to confidentiality, and his plea for 
increased discussion of this issue has 
prompted me to re-evaluate my previously 
published views ? on the subject. 

The traditional child guidance clinic 

~ utilizes the team approach to the diagnosis 
and treatment of emotionally disturbed 
children. An important, if not crucial, 
aspect of this approach is that the therapists 
involved with a family communicate regu- 
larly with one another. How confidenti- 
ality can be maintained when treatment is 
of this collaborative nature was the theme 

. of my earlier article. 

Since the child's therapist and the par- 
ents’ therapist(s) regularly discuss their 
Dr. Ross is chief psychologist, Pittsburgh Child 
Guidance Center, and adjunct Professor of psy- 
chology, University of Pittsburgh, Pittsburgh, Pa. 
This paper is based on a presentation in the Visiting 
Lecturer Series of Nebraska Psychiatric Institute, 
Omaha, Neb, May 14, 1965. Its preparation was 
supported, in part, by Public Health Service Project 
Grant MH-588 from the National Institute of Men- 
tal Health, U. S. Public Health Service, Bethesda, 
Md. 
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child's treatment session should be com- 
municated to the parents, and vice versa? 
My original thesis was that the need for 
confidentiality was crucial in the treatment 
of a child. Most children, I stated, have 
experiences in which they confide in E 
adult only to have the confidence betrayed 
and these experiences, I thought, cause chil- 
dren to generalize that adults cannot be 
trusted. They usually view a therapist a$ 
yet another adult standing in alliance | 
against them. Because therapy requires 
the establishment of a relationship of oa 
fidence and trust, the child's suspicion an 
distrust may be an obstacle to effective treat- 
ment. Pe 
In trying to discover how one mig 
counteract what I saw as almost univ d 
suspicion, I examined what happens Me 
a child is first brought to a child qaidem 
clinic. The initial experience, I Mo 
tends to support the notion that adults 1 
in some kind of conspiracy. The € 
usually contact the clinic before € 
the child, who is then led to a place w ai 
is strange to him but familiar to his po a 
One might here note an important i 
ence between adult therapy and p 
therapy. The adult coming for outpa 


nt 
psychotherapy is almost always a fre age 


A re-evaluation 
case, how much of what transpires in the 
4 


y 
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coming of his own volition and able to ter- 
minate the contact any time he chooses. 
The child, on the other hand, rarely has a 
choice either about seeking help or termin- 
ating treatment. Since he is a captive pa- 
tient and legally, of course, a minor, par- 
ents, in particular, often find it difficult to 
understand why his communications to the 
therapist should be considered confidential. 

I pointed out that, when the child first 
arrives at the clinic, he is almost invariably 
anxious and confused; and, since he has 
nothing but his old generalizations about 
doctors and adults by which to order this 
new experience, he tends to approach the 
people at the clinic with suspicion and dis- 
trust, The initial evaluation is not likely to 
do much to change this perception. The 
child assumes that the doctor has talked to 
his parents before seeing him and has gotten 
their side of the story, He may further as- 
sume that the doctor is going to talk to the 
Patents afterward to tell them what he 
found out about the child. From the 
child’s point of view everything that hap- 
Pens thus appears to be for the parents and 
against him. 

The situation is not materially changed 
When treatment actually begins. Again the 
child is brought to the clinic by a parent, 
Usually the mother; and, even though she is 
Dot in the same room, her physical presence 
ìn the building continues to make the child 


- Suspect that she will find out everything he 


p do or say. 'The harmless dictating 
^ chine or the sometimes less harmless tape 
*corder often reinforces this suspicion. 
rion that confidentiality in the child's 
"e n is of paramount importance at the 
Ere of treatment. I urged that the 
E explore the child's feelings and 
lo: ts about coming to the clinic, dis- 
ma what sort of a place the clinic is, what 
irse what will not happen to him, and 
i he can and cannot do. I suggested 
at the question of confidentiality be a 
Part of this general introduction to treat- 
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ment, and I discussed at some length just 
what the child should be told and how one 
should go about telling him. I proposed 
that he be told, "Everything you do and 
say in your hour with me is strictly between 
the two of us, and I won't tell your mother 
about it." I recognized that such a state- 
ment required a number of qualifications, 
in view of the fact that the child's therapist 
and the mother's worker would discuss the 
content of their respective hours. In addi- 
tion, emergencies might arise during treat- 
ment that would make communication with 
the mother essential. I felt, however, that 
such qualifying statements might be held 
in abeyance until child and therapist had 
established a relationship within which the 
consequences of such qualifications might 
be therapeutically handled. 

Because I considered it essential that the 
child have absolute confidence in his thera- 
pist’s discretion, I also suggested that no 
material brought out by the mother should 
be introduced into the child's session be- 
cause the child might well reason that, if 
he could find out things his mother said to 
her worker, his mother might conversely 
find out things he told his therapist. I 
deemed it advisable to use only such ma- 
terial in the treatment of the child as he 
himself felt free to introduce into his ses- 
sions. 

I further recommended that there be no 
contact between the child's therapist and 
the child's parents. I thought that such 


contact would arouse the child's suspicion. ` 


Knowing, as he undoubtedly should, that 
his therapist talked to his mother, the child 
could only assume that he was the topic 
of conversation and fear that his therapist 
not only would divulge information ob- 
tained from him, but also hear the mother's 
version of his behavior outside the clinic. 

Because I felt that both direct contact 
and indirect communication between ther- 
apist and parent might place the therapist 
at a disadvantage in trying to establish and 
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maintain a treatment relationship with the 
child, I stated that it was best to operate 
so that nothing either parent or child re- 
vealed in his hour was directly introduced 
into the other's treatment and contact be- 
tween the child's therapist and the parent 
was held to an absolute minimum. 

Not long after writing the original 
article, I came to realize that not all chil- 
dren who come to a child guidance clinic 
are as distrustful and suspicious of adults 
as I had assumed. In fact, when I had an 
opportunity to rewrite some of the earlier 
material? I no longer spoke of most chil- 
dren as suspicious, but limited the discus- 
sion to "children who as a result of unhappy 
life experiences have grown suspicious of 
adults" It must be acknowledged that 
some children may have grown suspicious 
for good reason, and that others may lack 
trust as a part of their pathology. But for 
some children who come to a clinic, the 
area of trust may be no problem at all. In 
fact, some may be so indiscriminately trust- 
ing of adults that the therapist may wish 
to help them become a little more suspi- 
cious, I now believe that when a child 
looks at the dictating machine on a thera- 
pist’s desk he doesn't necessarily wonder 
whether the room is “bugged”; he may 
really be curious as to the nature of that 
strange-looking apparatus, or he may even 
Tecognize it as similar to a machine a loved 
and admired relative keeps in his office, thus 
opening the way for constructive generaliza- 
tion. My advice to a therapist would be 
to ask what his little patient is thinking, 
and not to make unwarranted assumptions 
based on some notion of what “all children" 
think or do. 

1 should also like to question several of 
my other previous assumptions and over- 
generalizations, 

I stated as a fact that contact between 
the therapist and the child's parents is 
deleterious to the therapist's relationship 
with the child and thus interferes with 
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treatment. Today I would acknowledge 
that there is no proof that this is true. In 
some instances, such contact may make 
therapy more difficult, but I would admit 
the possiblity that there are other instances 
in which such contact can further the 
child’s treatment. Indeed, it may well be 
that, in the treatment of any child, contact 
between child therapist and parent is dis 
ruptive at one stage but constructive at 
another. The task of a therapist is to know 
his patient and the therapeutic process wel 
enough to predict the effect his actions will 
have on the treatment. Individualizing 
therapy and abjuring rash rules of thumb 
make therapy the difficult task it is. ( 
have come to wonder whether the fact that 
my article has been twice reprinted $ ii 
not, in part, a reflection of the often despet- 
ate search for universal rules that may be 
applied to the therapeutic process in cook 
book fashion.) 
When I wrote my original article, and 
for a good many years thereafter, I wi 
firmly convinced of the efficacy of the € 
laborative team approach to the treatment 
of children. I was, in fact, quite sco 
of people in individual practice who treal i 
both the parent and the child. I am ib 
willing to admit that there is no pro 4 
the superiority of one approach 9 
another. I have become more skept! 
and careful than I was eight years 5 
when I wrote that the expendi P. 
money and time involved in the use 9 i 
team had proved worthwhile ec 
avoided the treatment-retarding cann 
tions that often result when two mem oa 
of a family are treated by the same p d 
Today, I should wish to defer judgmen 
to what “has proved worthwhile.’ cecal 
When I want to substitute scientific A 
acceptable proof for ex cathedra pronoun s, 
ments I am, of course, also aware of p 
some call the "clinical bind.” The ^^. 
cian faced with people secking helP ne 
try to offer it to the best of his ability 
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within the limitations of presently avail- 
able knowledge. He obviously can't close 
his office and hang out a sign saying, "Come 
back when we have scientifically acceptable 
proof of the efficacy of our treatment meth- 
ods" No one is more painfully aware of 
this dilemma than the clinical psychologist, 
whose training has prepared him to be 
both clinician and scientist. In this dual 
tole he recognizes that, although meaning- 
ful comparisons of the relative effectiveness 
of one form of treatment over another await 
the establishment of valid criteria and care- 
fully controlled studies, we must apply the 
methods we have, albeit with skepticism. 
At the same time, those who profess to be 
dedicated to helping people in trouble 
should grant a fair and open-minded clini- 
cal trial to those new methods of behavior 
Modification that are based on scientifically 
validated principles.* 

But, to return to some further specifics 
of my article on confidentiality, I should 
like to recall my recommendation that the 
child be told that nothing he tells his thera- 
is Will be communicated to his parents. 

thought at the time that this assurance 
Was necessary to establish the therapist as 
4 trustworthy person. Now I wonder 
Ee the trust a child develops in his 
ud depends as much on what the 
ae says in the early hours of treat- 
bits as on what he does throughout his 
fis ts with the child. It would seem to 
bo at a child's confidence hinges far 
ane 9n experiencing the therapist as an 
E erstanding and helpful person than on 
E Verbal assurances he might receive 

, Tom him, 

E dear now recommend that confiden- 

ality be discussed during the first treat- 
^d Session only in those cases in which 
ae therapist feels that the child requires 
es assurance. Once the therapist has 

monstrated his interest in helping the 
Child, over weeks and months of contact, 
the question of confidentiality can be 
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handled in the context of this helpfulness. 
The child, having learned through his ex- 
perience that the therapist wants to help, 
may be able to accept both invasion of 
privacy and an apparent breach of confiden- 
tiality. An occasion may arise in which the 
therapist has decided that he must com- 
municate to the parent something the child 
has told him during treatment. With con- 
fidence established, confidentiality may be 
a minor issue. The therapist should tell 
the child of his decision to communicate 
with the parent and explain that this step 
is a part of the helping process. At the 
same time, the child can be assured that he 
will always be told when the therapist has 
decided to talk to his parents about some- 
thing of importance. 

Another overgeneralization in my earlier 
article that should be corrected is my writ- 
ing about children without specifying age 
and without differentiating between chil- 
dren at various ages. I pointed out that a 
child has limited abstract ability and only 
a vague concept of the future, and that 
therefore a discussion of confidentiality at 
the beginning of treatment would have to 
be kept on a very general level. Obviously, 
both abstract ability and conceptions of 
time depend on the child's intellectual func- 
tioning. With an intelligent and mature 
patient, it is possible to differentiate be- 
tween the literal content and the general 
substance of what he has revealed to his 
therapist. The therapist should therefore 
be able to say that he wants to discuss with 
the parent a topic of concern to the child 
but, at the same time, assure his patient 
that he is not going to quote what has been 
told him. Depending on the child's intel- 
lectual development and psychologic condi- 
tion, this kind of statement can be made 
either for an immediate situation or on a 


more general level regarding future contin- 


gencies. 
In dealing with an older child or early 


adolescent, one may leave some aspects of 
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the question of confidentiality up to the 
patient. In discussing this issue early in 
the contact, the therapist might indicate 
that he intends to communicate to the par- 
ents material he deems important to the 
helping process except when the child 
specifically asks that a piece of information 
be held in confidence. When a patient in- 
vokes confidentiality under such circum- 
stances, the therapist must, of course, honor 
this agreement. 

'This raises the question of what to do 
when the child has invoked confidentiality 
and the therapist considers communication 
to the parent of vital importance, for ex- 
ample, when the child has convinced the 
therapist that he plans to engage in danger- 
ous, antisocial, or self-destructive behavior. 
When this is the case, the issue must be 
dealt with in the context of treatment, the 
therapist working toward helping the child 
alter his decision either with respect to his 
intentions or with respect to his not want- 
ing his parents to know. If the therapist 
is unsuccessful in either of these attempts, 
he must recognize that he really does not 
have a workable therapeutic relationship 
with the patient, so that a violation of con- 
fidentiality by notifying the parents (after 
telling the child of this intention) can 
hardly disrupt a treatment relationship. In 
this case the violation of confidentiality 
would need to be rationalized on the basis 
of the therapist's ability to judge what is 
best for the child and of the fact that, in 
the final analysis, his responsibility is to the 
parents who have brought the child to him 
for treatment. 

Most instances in which the child might 
invoke confidentiality are, of course, far 
less critical than the example given. Very 
often a child may invoke confidentiality 
early in treatment in order to test the 
therapist’s trustworthiness. ^ When the 
therapist can agree to keep the confidence, 
at least for the time being, the child's ex- 
perience of discovering that the therapist 
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is trustworthy may well be an important 
therapeutic event and make it less and less 
necessary for him to place statements under 
the cloak of confidentiality. 
A related point about which I have lately 
begun to have questions is whether the con- 
tent of what is communicated in child 
therapy is really crucial in producing 
change. We won't know the answer to this 
until definitive research is concluded, but 
I suspect that what is really therapeutic for 
a child is the change in the behavior of his 
parents and the constructive interpersonal 
relationship he experiences during treat 
ment. If that is the case, then the more we 
can individualize this experience and make 
it relevant to the child's psychologic prob 
lems, the more quickly should we be able 
to bring treatment to a successful conclu 
sion. : 
The rigid adherence to the collaborative 
team approach I once advocated, just like 
any other rigidity in approaches to treat 
ment, is of course totally incompatible with 
individualizing therapy. Suppose we have 
a family in which communication has 
broken down and the mother and child, in 
particular, have reached a point where they 
can no longer interact in a constructive 
manner. In a case like this it would seem 
folly to operate on the principle of giving 
mother and child separate therapists an 
insisting that nothing the child says 
communicated to the mother, or vice verst 
If one did that, one would play directly od 
the family pathology—and should not i 
too surprised if treatment comes to noug i 
I doubt that one can do much to re-establis 
communication between mother and CH 
by placing each in a separate Re 
having separate therapists work on e 
separate intrapsychic conflicts. If the Ü 
are to learn to relate more constructively NW 
each other, it would seem logical to ha 
them practice the desired responses un 
the guidance of a therapeutic outsider d 
under conditions in which the positive e 
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sequences of improved communication are 
immediately apparent to both. 

Even with the child who has come to dis- 
trust his mother or who has never learned 
to trust her at all, it would seem easier to 
work on the matter of trust with the mother 
present as a real person in the same room 
than with her in a different room discussing 
with a different therapist things about 
which the child has been assured he will 
never be told. 

The people who practice family group 
therapy are, of course, operating on the 
premise that families with disrupted rela- 
tionships are more readily helped when all 
members are seen together than when they 
ate separated and assigned to different 
therapists. Family group therapy, when 
Practiced by people trained to use it and 
when applied to carefully selected cases, is 
à welcome addition to the treatment ap- 
proaches available to the helping profes- 


. Sons. Yet, like other new forms of treat- 
n before it, family therapy seems to be 
| Viewed by some as a panacea; and it is in 


danger of being applied just as indiscrimi- 
nately as collaborative therapy was in child 
guidance clinics. There surely must be 
pr cases in which family therapy is the 
(o cR of choice, whereas, in other cases, 
5" DN erapy for mother and child, the 
E collaborative treatment, or even 
ec: combinations of these would be 
| ip tated, We should look askance at any- 
| Emo maintains that one specific and 
fo w technique offers the best treatment 
r all kinds of cases. 
| pance we admit a diversity of possible 
& ri we are faced with the question 
oy ich approach to use in any particular 
En ie this calls for careful diagnostic 
make TR Many child guidance clinics 
* i etish of lengthy diagnostic studies; 
iva ES these are completed, they nearly 
j i: ys lead to an undifferentiated therapeu- 
approach, identical for case after case. 
€y almost invariably engage in collabora- 
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tive psychotherapy, using the team ap- 
proach, no matter what the diagnostic 
evaluation has revealed about the psycho- 
logic condition of the child and the inter- 
personal dynamics of the family. 

This undifferentiated approach to treat- 
ment has led many psychodiagnosticians to 
question the value of their work. I believe 
that it has contributed to the downgrading 
of the psychologic evaluation, which in 
more and more settings has come to be rele- 
gated to students or junior staff. So long 
as we rigidly adhere to the orthodox team 
approach, and so long as psychotherapy is 
a long, drawn-out, hit-or-miss groping for 
unconscious conflicts—conflicts that the 
therapist hopes to resolve by interpreta- 
tion and insight—just so long will diag- 
nostic evaluations prior to therapy seem 
irrelevant exercises and atavistic rituals. 

When treatment approaches are indi- 
vidualized, the selection of what kind of 
treatment to use for which patient must 
depend on careful study, and here the 
diagnostic evaluation once more becomes 
an important part of a treatment program. 
This evaluation, however, should include 
more than the traditional interviews with 
the mother and with the child and the psy- 
chologic testing of the child. If the family 
is seen as the patient, or if the mother-child 
interaction is viewed as the focus of dis- 
turbance, then we must develop diagnostic 
techniques that permit the evaluation of 
these interactions. Unfortunately, we do 
not yet have well-established and suitable 
techniques for this purpose; but the next 
few years should see the development of 
new means of evaluating interpersonal be- 
havior, parent-child jnteraction, and family 
dynamics. It is very likely that the new 
techniques will not rely on the indirect ap- 
proach of traditional personality evalua- 
tions, in which the patient is asked to make 
verbal responses to visual stimuli, from 
which the clinician hopes to draw infer- 
ences about the patient's personal and so- 
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cial behavior. It would seem logical that, 
if we are interested in finding out how a 
person relates to other people, we ought 
to observe him as he relates to other people, 
not ask him to tell stories about figures in 
hazily drawn pictures. Behavioral situa- 
tions and observation techniques of con- 
siderable promise are being developed in 
a number of settings, and it is to be hoped 
that they will soon become a part of the 
clinical psychologist’s armamentarium. 

In general, what is needed in the field of 
child therapy is increased tolerance of sys- 
tematic innovation, greater individuation of 
method, and more flexibility in technique. 
Categorical statements recommending that 
one should always do one thing and never 
another, whether with regard to team ap- 
proach, collaborative therapy, or confiden- 
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tiality, would seem to betray an impetuous 
enthusiasm that experience teaches one to 
regret. 
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Multiple family therapy 


Multiple conjoint family therapy is a treat- 
ment modality in which five to six family 
B (in our setting usually the hospital- 
We Bob: and the not-hospitalized other 
" le participate simultaneously 
E n-end group therapy sessions. At 
465, not only the wife, but also other fam- 
a (children, parents, siblings, 
a aws) join the group. This is a rel- 
E new therapeutic approach, first de- 
Bus In some detail in 1961 by Detre, 
» and Sayers.1 
E particular setting (a Veterans Ad- 
* ration general hospital, we had to 
| mw" approach that would help many 
Ts N yet not constitute an undue bur- 
i E. 4 al very limited psychiatric staff. 
E. portant considerations also led to 
m E 9f the conjoint approach. We 
B the o prevent readmission of patients 
OM E service. Ideally, there 
^ no need for the return of patients 
E cipated fully in multiple conjoint 
y therapy (MCFT). 
€ knew that not all patients would be 
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Its possibilities in preventing readmission 


receptive to this type of therapy. We felt, 
however, that a patient could be helped 
when discharged from a structured hospital 
milieu into the totally unstructured home 
milieu if the person he lived with (spouse, 
mother, father, sibling, or in-laws) had 
gained a measure of understanding and in- 
sight into the patient's and his own dy- 
namics and operational level. 

In evaluating this program, it must be 
remembered that one member of the fam- 
ily unit is hospitalized whereas the corre- 
sponding member attending the group ses- 
sions is not. Thus, we have two variables: 
the inpatient and the outpatient approach, 
simultaneously. 

Our MCFT group meets twice weekly, 
each time for 90 minutes. Originally it met 
three times weekly for 60-minute sessions; 
but we found that, for economic and other 
reasons, it was easier for the family mem- 
bers to come to the hospital only twice 
weekly. The most convenient time was 
early afternoon. We learned that members 


did best when they remained in the group 
for 12 to 20 sessions. 

Some patients—though few—and family 
members—but rarely—are, after discharge 
from the hospital, directed to 
ons at a mental 
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hygiene clinic. In most cases, however, this 
has not been found necessary. We are now 
planning to have some patients return after 
discharge on a posthospitalcare basis. 
‘They would then continue (with their fam- 
ily members) to avail themselves of the help 
afforded by the MCFT sessions. 

The first MCFT group started in April 
1965, The groups have been continued 
since that time, with the same therapist. 
They are made up largely of psychoneurot- 
ics, but some psychotics in partial remission 
are included. Alcoholics often predomi- 
nate among the hospitalized patients, and 
are also found among the family members. 
Sociopaths and severe psychotics are ex- 
cluded from the groups. 

Often wives who have long been sepa- 
rated from their husbands attend the meet- 
ings. These women still have a deep emo- 
tional involvement with their husbands 
and really wish to continue their marri- 
ages. Such couples get special priority, and 
usually the prognosis for them is good. 
"These "separated" couples, we have found, 
often reunite after participating in the 
MCFT group for at least 12 sessions. 

Only patients who have a spouse or who 
live with a close family member are chosen 
| for this type of therapy. Regular and punc- 
tual attendance by both the patients and 
| their relatives is mandatory. If a patient or 
his family member ceases to attend the 
. group meetings regularly (which has hap- 
, pened only once so far), the patient is either 
, assigned to a regular group or excluded 

from any psychotherapy. The appropriate 
relative is informed of this. We do this 
because we have found that irregular at- 
tendance on the part of patients or their 
family members is a disturbing factor in 
_ the group atmosphere. 
| For most of our subjects, the MCFT 
group offers the first opportunity or forum 
in which the patient or his family can par- 
ticipate and work through their daily prob- 
lems. The group functions chiefly through 
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confrontation of its members’ most it 
tant problems and through identifi 
with each others’ problems. Involve 
in the group is swift: usually, in 
occurs during the first session, and 
times at the second. “Working throu; 
the target problem continues until 
sort of resolution ensues. f 
When new patients and their relati 
join, they are introduced to all the ot 
group participants by the therapist. 
the conversation starts, on a rather gen 
theme, at a social level. Soon, th 
(usually after about ten minutes), the) 
versation changes; and focal problems 
brought out into the open, either 
original participants or, even, by the: 
group members. Generally, after 10 
minutes, emotionally laden material is 
troduced, and the target problems 
tacked and discussed at length. 
Group behavior and all of its inte 
tions are discussed freely; sometimes t 
factors are introduced deliberately by 
therapist and presented for discussion 
eventual clarification. The most com 
mechanisms of defence used by the 
participants in the sessions are: 
repression, projection, evasion, and 
alization. S, 
We have found that one major symp 
or problem discussed in some depth by 
family cluster rapidly involves all 
family units present. Then it be 
general problem of the whole group, 
accepting such a problem and admit 
an identical (or similar) problem, all 
group members are better able to 
stand, accept, and deal with it. In 
manner the group coalesces into one. 
truly meaningful unit, in which the 5 
clusters or family units eventually bec 
completely submerged. : 
Group identification becomes i 
The depth of emotional involvem 
profound and is shared by all the 8 
members. The emotional inves 
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spreads rapidly. Soon everyone takes part 
M in “solving” his or her own or his neigh- 
bors problems. Here, then, through iden- 
tification and a great amount of empathy 
generated by the group, all the individuals 
cease to function in isolated, small groups. 
In a sense they all become partners in one 
large family unit. This is achieved through 
ventilation, catharsis, and various other 
well-recognized dynamic patterns. 

In the group sessions we see an entire 
array of human emotions registered in a 
Most intense way. A galaxy of deeply lived- 
through feelings—anger, guilt, sorrow, and 
many fears—all have roles here. Families 
that quarrel loudly about a nodal problem 
Play out their emotions openly and often 
with great emphasis. In this manner, rup- 
tures and reunifications often develop from 
Session to session; but, eventually, some 
communion of thought and feeling prevails 
in each family cluster. 

The verbalizations and interactions of 
cach family unit are very specific and differ 
RN from those of other family units in 
ET Cultures and subcultures, dif 
du yee positional stratifica- 
biis m of them play a very substantial 
^p naturally, are expressed by each 
i it member in his own specific way and 

in Own specific language. 

ii ft are the most common and repeated 
Mia m "m thoughts brought out in this 
lih i orum? The focal feelings and 
roni ee a repetitive way— 
lie sE y feelings of a deep and pervading 
Pi. guilt, shame, and deeply ingrained 
idi E feelings and all kinds of fears 
ings td Generally speaking, these feel- 
tion, m d s Sx structing E 
ur : een of rather simple tasks 
thin aily responsibilities. The striking 

Ng observed is that the group ve 

quickly and i po cd 
Mits to th readily, as one large unit, ad- 
Re ese pivotal problems; and every 
á ES member is amazed to find that the 

5 seem to experience similar (fre- 
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quently, identical) problems and difficulties 
when living at home in an unstructured 
situation. This awareness eventually means 
the elucidation and better understanding of 
the problem, brought about through the 
confrontation and re-confrontation tech- 
nique. This leads, finally, to recognizing 
one’s own limitations and to changing one’s 
own feelings of guilt, embarrassment, or 
shame. 

Other problems discussed in these ses- 
sions are equally important to all members. 
Such a problem might be, for example, the 
cultural stigma attached to being hospital- 
ized “for nerves.” Children, in particular, 
but also the rest of the patient's family, 
friends, and neighbors, may wonder why 
father, who looks so well, must be hospital- 
ized and cannot work. This problem and 
similar ones must be worked through slowly 
and very carefully. As a rule, the whole 
group participates in this "working- 
through," wholeheartedly and intensely. 
The therapist elicits the feelings through 
skilful leadership. 

Our therapist summarizes the group's 
proceedings at the end of each 90-minute 
session. This helpful device mades for re- 
inforcement of the therapy. 

Many group members make a sustained 
effort to extend each session beyond the 
scheduled 90 minutes, This they do even 
though they know that they will not suc- 
ceed. However, patients and their family 
members are encouraged to meet after dis- 
charge from the hospital with other mem- 
bers of their own group. And this does, 
indeed, take place. The post-discharge ses- 
sions are usually on weekends, the members 
rotating their place of meeting from one 
family's home to another. Here they often 
plan outings and entertainment together 
and thus form new and valuable social 
clusters in which they feel comfortable and, 
above all, accepted. 

Before we started this type of therapy, 
we found that patients in the hospital were 
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treated as if in a vacuum, even though they 
participated in all kinds of hospital activi- 
ties and assignments, including many con- 
ventional group psychotherapy sessions. 
Their wives and other family members had 
no part in any of these activities, however. 
And so, after leaving the fully structured 
hospital environment (which often made 
them dependent and passive), the patients 
sooner or later failed in the unstructured 
home milieu when full understanding and 
support from their families were not forth- 
coming. When they failed under those 
circumstances, they sought readmission and 
help from our hospital or a similar facility. 
This was actually the prime reason why 
the author decided to bring, so to speak, 
the unstructured home milieu into the 
fully structured hospital pattern. This was 
achieved simply by bringing the patients’ 
nearest family members into the hospital— 
into therapeutic groups in which both the 
hospitalized patient and the not-hospital- 
ized family member could avail themselves 
of treatment simultaneously and together. 
The author has noted that, so far at least 
(in our 12 months or so of operation), none 
of the patients treated in the MCFT groups 
have had to return to the hospital. Form- 
erly, 30 to 40 per cent of this particular 
type of patient would have sought read- 
mission within a year. I emphasize: our 
readmission rate for all the patients treated 
in the MCFT groups is at this time zero. 


Summary 
Many years of intensive work with psy- 
chiatric patients made us realize that we 
did not do enough to prevent readmissions. 
It was felt that this was perhaps due to lack 
of imagination in that we failed to focus 
on the total picture involving the patient's 
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illness and his life pattern. Instead, we 
had been seeing only a small fragment of 
the prevailing situation. Social and eco- 
logic factors had been neglected. 

To facilitate and maintain recovery, to 
prevent readmissions, and to aid in com- 
munity integration and resocialization of 
the patients, we initiated multiple conjoint 
family therapy. We concluded that it was 
not enough to treat the patient who was 
hospitalized, but that the patient's family, 
his home milieu, had to to be treated at 
the same time. We found that reintegra- 
tion and resocialization could be meaning- 
fully attempted only when better insight, 
better judgment, and better understanding 
could be brought to the entire family, at 
the same time and together. Only in this 
manner could the patient and his closest 
kin learn about the world in which they 
must operate successfully and happily. 

Modestly defined, multiple conjoint fam- 
ily therapy—simultaneous treatment of 
families—is a technique of group interac 
tion that can be used in any general psychi 
atric facility or clinic by a trained person. 
This activity is “semistructured.” It em 
ables the therapist to reach the hospitalized 
patient and, at the same time, his most im- 
mediate family, in a very meaningful and 
constructive manner. This type of treat- 
ment must, however, be supported vu 
heartedly by the medical and paramedica 
staff. It has to be followed with great € 
thusiasm. Without such support, this ap: 
proach to treatment cannot really succeec 
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Understanding adolescent 


One of the challenging, tormenting aspects 
4 our decade is the fact that we are all too 
^ ge that we are living through a 
Ee evolution—social, racial, sexual— 
m. ai anhor define it. We are in it 
m it; and we feel peripheral, out of 
Miser ation with something we know is 
il EU outside our office door. We 
hires d a to distrust our self-report 
B Drmatio EX question routine interview 
B e e identify the retrospective 
En We TET with a past genera- 
RM ail, frequently, to attempt an 
m ome research data, inter- 
into fr iu , and day-to-day observations 
feted to e of reference that can be sub- 
Pu a pum examination. The pur- 
overview qr ws is to attempt such an 
behavior. ontemporary adolescent sexual 
94 oed look at referrals and adolescent 
havior seem ata, three patterns of sexual be- 
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ent symptomatology but significantly differ- 
ent in their history and predictive implica- 
tions. Any of the three patterns can, and 
does, result in personality dysfunction, preg- - 
nancies out of wedlock, unwanted children, 
abortion, precipitate marriage, psychologic 
consequences of long-lasting importance, 
and social impact. The similarity, however, 
is limited to these phenotypic signs. In 
intrapsychic genesis and implications for 
current coping ability and future ego-inte- 
ation the three types of sexual behavior 
are markedly different. Two of the pat- 
terns of behavior, the impulse disorders and 
the need-determined identification conflicts, 
are those we have always had with us (at 
least since mankind "invented" adoles- 
cencel. The third type of behavior, 
characterized by a conscious and concerned 
effort to redefine premarital relationships 
between the sexes, appears and is given new 
expression in this generation.** 
Impulse Disorders and Character Disorders 


The most overt and active of adolescent 
behavior problems are the character dis- 
orders. Redl and Wineman* have de- 
scribed the defective inner controls and 
Johnston and Szurek,® the superego lacunae 


that are characteristic of adolescents with 
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character disorders. Frequently coming 
from an environment in which promiscuity 
and family instability are the prevailing 
pattern, these youngsters have internalized 
the model they have seen and have made 
partial identification with a long series of 
transient adults whose lives have touched 
theirs superficially. For them, sex is only 
another fast ride, and the partner is as in- 
significant as the seat-mate on a plane ride; 
the kicks are in the moment of takeoff, and 
| the danger is estimated only after the 
crack-up. This kind of adolescent sexual 
behavior (which is by no means limited 
| to high-school students) is part and parcel 
of the general impulsivity, paucity of ego 
controls, and shallowness of feeling charac- 
teristic of the whole array of character dis- 
orders, The aim of such behavior is to 
ward off closeness, with its dangerous memo- 
|| ries from a repressed past, and to foreclose 
|| the possibility of a durable relationship, 
which is equally threatening because it lays 
|| claims on the future. 


Identity Confusion 


The second group of adolescents who pre- 
sent signs of dyscontrol and disjunction in 
| thearea of sexual behavior is the group that 
rushes into intimacy rather than away from 
it. These youngsters have arrived at physio- 
logic adolescence with many of the early 
pregenital developmental tasks poorly re- 
solved. Many of them, particularly the 
girls, are seeking tenderness and caretaking 
unknown in their own lives. They are 
actively in search of closeness and continu- 
ity. These girls may be seen to run toward 
pregnancy in order to fill nurturing needs 
that were never fulfilled for them by their 
own mothers. Frequently they are driven, 
by long exposure to their own hostile moth- 
ers and by anger against fathers who have 
not rescued them, to turn to the first post- 
pubertal love-object, no matter how inap- 
propriate. The feelings of isolation and 
alienation are then both lessened and in- 
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creased. Instead of being alone, the person 
is now one of two in the capsule; and the 
two are, in a real sense, encapsulated from 
the outside world. 

This first sexual conquest is more a con- 
quest of self than of the other. Tradition- 
ally linked with initiation rites, it brings, in 
our culture as in primitive cultures, many 
accolades of coming of age. ‘The pressure 
on both boys and girls to join the initiate, 
to avoid the humiliation of being alone 
among the children while the others drive 
off in pairs, is more intense than we realize 
—or remember. There are also internal 
pressures—flight from homosexual feats, 
from incest fantasies, from threats to the st- 
curity of the parental marriage and home. 
All of these are forces that drive the adoles 
cent toward sexual behavior along a path 
of development that is universal and essen 
tial to the maturing of the individual but 
that is, nevertheless, ringed around with 
hazards and roadblocks, some that are cul 
turally imposed and some that are intrinsic 
to the human conflict between impulse 
gratification and ego integration. 


The New Search 


Both of the above patterns of behavior 
are old and familiar stories. They are patt 
of a picture of evolving sexual mores. The 
third pattern, one we have more aima 
defining because we are not always allowe 
in the “high councils” of its proponents, E: 
more revolutionary one. It differs from. 4 
second primarily in that it is 2 co i 
mode of behavior. In the privacy of í 
in-groups there is long and painful pi) il 
ing into their own needs and feelings. T. i 
is a new openness in conversation i 
boys and girls. There is questioning ot 0" 
shibboleths. Conscious and searching ot 
new approach to youthful sexual express! 5 
is as closely tied to a thought-out morality É 
is the traditional and church-based wo 
ity of an earlier generation, and it bir. 
as genuine a commitment; but it is m 
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individualized and more personally and 
verbally communicated. The young people 
of college age and, following our "seepage" 
system of cultural exchange, also of high- 
school age, are seriously rethinking and 
making decisions about love and sex and 
marriage, And they are acting upon their 
decisions; they are not just “falling” into 
them—to use the tell-tale expression of an 
older generation. They haven't bought the 
package deal that love, sex, and marriage 
are identical and inseparable. This con- 
scious re-evaluation brings with it strengths 
as well as dangers. Its dangers are well 
known. Its strengths are too frequently 
underestimated: straight and self-aware 
thinking, clear communication between the 
sexes, a challenge to outworn sexual restric- 
tions, an open, risk-taking attitude, and the 
Ce of responsibility and fidelity 
NE n ud dang as the desid- 
ionships between the 

sexes, 

* * * 

EB eiis x adolescent behavior pat- 
dy in e understood, it will be increas- 
H portant to look beneath the surface 
Eu The three types of sexual ex- 
ation mentioned here are infre- 
Beine, either in research 
E y^ ineo. judgments. The ex- 
lvergence among the three pat- 


. terns and the significance of the differences 
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for the individual and for society are not 
made clearer if the traditional nosology is 
applied. In fact, the limitations of such 
labels as “psychopathic” or “schizoid” per- 
sonality are nowhere more sharply appar- 
ent. Application of basic, unitary measures 
such as, for example, Erikson’s ? qualities of 
ego identity or Menninger’s* orders of per- 
sonality dysfunction is more helpful in 
assessing the extent of the divergence. If 
the wide range of behavior that is presently 
disguised behind a mask of similarity is to 
be understood and dealt with, it will de- 
mand more than collecting, counting, and 
classifying information under old labels. 
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Ethnicity and schizophre 


In the literature of the relationship be- 
tween culture and personality, attention 
frequently is focused on abnormal person- 
alities, or mental disorder.^? When this 
association is studied within a single hetero- 
geneous culture rather than cross-culturally, 
ethnicity is more accurately the independ- 
ent variable than culture in general. By 
and large, however, discussions of the al- 
leged relationship between ethnicity and 
mental disorders (or a particular disorder, 
such as schizophrenia) seldom proceed be- 
yond theoretical matters into empirical 
investigations. 

This paper presents a tentative research 
procedure for more rigorously comparing 
ethnic differences. Ethnicity, as variously 
defined, pertains to an aggregate of persons 
set apart from. others ascriptively on the 
basis of nationality, race, religion, national 
origin, or some combination of these? The 
term is defined in this paper as one's na- 
tional origin, or one's ancestors’ nationality. 
A theoretical discussion of the use of eth- 
nicity in research on mental disorders has 
RR 
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A pilot 


previously been presented,* and N 
be briefly outlined here. Similarl 
statement of this work has been 
where5 Ways of improving this aj 
will be considered after reporting. 
search procedure and results. 
Succinctly, research in mental 
—schizophrenia, particularly—has 
done on several levels, from bi 
to sociocultural. Various studies 
ordered interpersonal relationsh p: 
been concerned with diagnosis, 
and etiology. Most nonorganicall c 
research, however, has dealt with: 
logic variables. Sociologically ref 
search has been concentrated p p 
social and economic status. The 
concern, it has been argued, i 
of values internalized by the inc 
part of his personality developme 
value systems, though broader 
than social and economic status 
cult to study objectively. 
Ethnicity has been suggested 
nearly approximating value sys 
social and economic status, and 
the advantage of being easier 
Even as assimilation into a mO 
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system of values occurs, ethnic values per- 
sist—though diluted—into the fourth gen- 
eration. Early versus later learning plays 
an important part in the perpetuation of 
ethnicity, as do intermarriage and other 
historical and ecological factors. 

Four assumptions underlie this study. 
First, several levels of causality or influence 
are involved in schizophrenia as a disease 
process. Second, the patient's interpersonal 
functioning is affected regardless of the 
level of the primary etiologic agent. Third, 
the individual's interpersonal relations are 
à legitimate level upon which to seek an 
explanation or cause for schizophrenia. 
This derives from the fact that research at 
no specific single level has yet demonstrated 
B GO of research. at any other 

* The last assumption is that schizo- 
Phrenia develops in some manner, and that 
this is analogous to the development of 
normal personalities. 


Research Procedure 


n. Este potentially significant 
s W comparing differences among 
in i "d patients, some sort of theory 
B theses (On these bases or parameters, 
m B can be constructed.) For pur- 
BE ar is exploratory study, a general 
iss owing maximum interpersonal 
Hie a desirable, but not available. 
develo, N generic theory of schizophrenic 
his n my _ Was tentatively constructed. 
Tut Gs a Freudian at its outset, 
TEM ton pid reinterpreted accord- 
litt im Pbi perspectives and socio- 
oU Pareo phases. Extensive use was made 
Been ns Interpretation of the relation 
was Rege structure as seen by sociolo- 
Dru P idi as viewed by Freud- 
bs ithout removing anything from 
theory T of either position, the generic 
spective ee show a similar per- 
used. » despite differences in the language 


T! : 
he generic theory does not refer to so- 


cial or cultural variables. It postulates 
schizophrenic development “all of a piece." 
Its validity is not an issue here, since it 
was constructed solely to serve as a frame 
of reference within which to locate para- 
meters for ethnic differentiation. In this 
manner the parameters bear some concep- 
tual relationship to one another, which 
facilitates subsequent research and theory 
building. Of course, this also means that 
comparisons were not made for dimensions 
not suggested by these particular para- 
meters, and that limits for comparison were 
thus delineated. 

Nine parameters for comparison were 
chosen. Most correspond to those used in 
Opler and Singer's!? pioneering study of 
ethnic differences: (/) anxiety and hostility, 
(2) emotional expressivity, (7) orality, (4) 
sexual identity, (^) alcoholic tendencies, 
(6) authority relations, (7) somatic and 
hypochondriacal features, (8) delusional 
system, and (9) over-all psychopathology. 
These suggest areas in which schizophrenic 
personality development differs from nor- 
mal personality development. The object 
is to see whether schizophrenics of two 
ethnic groups show differences in each of 
these parameters. 

A relationship was hypothesized for each 
parameter to the nonethnically differen- 
tiated generic theory. For example, the 
second parameter—emotional expressivity 
—was based on the hypothesis that the 
amount and intensity of acting-out by the 
schizophrenic patient would be directly 
proportional to the amount and intensity 
of the repression and sublimation employed 


as defenses prior to the manifestation. of 


schizophrenia. , 

The ethnic groups compared were Polish 
and German. Both are prominent in the 
history, cultural development, politics, and 
community activities of the research site, a 
large, heavy industrial city in the North- 
east. It was necessary to learn as much as 
possible about the “normative culture” of 
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both groups, ie, "what they are like in 
their natural habitat" Ethnographic 
source material was used: histories, case 
studies, biographies and autobiographies, 
immigrants' reactions, conversations with 
businessmen and clergymen serving neigh- 
borhoods heavily populated by these 
people, and files of now-defunct native 
language newspapers. From a thorough 
description of the ethnic culture, values 
may be inferred. 

Next, the normative culture of each 
group was considered in the context of the 
nine parameters. Returning to the illus- 
tration cited above—emotional expressivity 
—familiarity with the “way of life" or 
normative culture of Poles versus Ger- 
mans suggests different degrees of emotional 
expression and lability. In each group, 
different emotional outlets are permitted 
and proscribed, with appropriate group 
sanctions operating in both the community 
and the family. An excellent demonstra- 
tion of deriving and testing an ethnically 
differentiated hypothesis pertaining to this 
parameter is available for Irish and Italian 
schizophrenics.!* 

Thus, the generalized hypothesis about 
the operation of emotional expression in 
schizophrenia was reformulated to suggest 
that prior cultural experiences would dif- 
ferently affect emotional expression by 
schizophrenics, A simple dichotomy was 
sought for each parameter. Since German 
patients were assumed to display more 
acting-out than Poles, a present-absent dif- 
ferentiation was used. Application of sim- 
plified ideal types or polar opposites was 
intentional, however inelegant. A later 
hypothesis, concerning delusional systems, 
bore on this same point, hypothesizing a 
tight and consistent delusional system for 
German schizophrenics in comparison with 
the absence or loosely structured nature of 
a delusional system for Polish schizo- 
phrenics. 

To this point, schizophrenia had been 


EUGENE B. PIEDMONT 


considered only theoretically, and ethnicity 
had been discussed only as the normative 
culture of two ethnic groups. The param- 
eters had first suggested something more 
specific, yet theoretical, about schizo- 
phrenia, and then a difference by ethnic 
group. 'The next step was to look at 
schizophrenic Germans and Poles. This 
was done in three hospital settings within 
the same community. Extensive case stud- 
ies were made on 60 hospitalized schizo- 
phrenic patients, 30 from each group. 
These patients were all male, aged 18 to 
45, of upper-lower or lower-middle social 
and economic status, with an established 
diagnosis of some type of schizophrenia 
Most were of the second generation of their 
respective ethnic group. All but one Pole 
and over half the German patients wert 
Roman Catholics. 

Sampling was not random, and no claim 
of representativeness may be made on that 
basis, Attention to matching severely 
limited the number of patients available 
For the German group, in fact, the cases 
studied comprised all available patients 
fitting all matching criteria. In this way, 
the patients studied were reasonably xem 
resentative of the population of hospital 
ized male schizophrenics, aged 18 to 45, in 
the upper-lower or lower-middle social an 
economic strata for Poles and Germans M 
one large urban community. i 

Case material for each patient consisted 
of all records available to the hospital and 
social service agencies. These included 
nurses’ notes, social data, psychiatrists’ im 
terviews, staff meeting records, vocation 
interviews, police and other agency Ws 
psychologic tests and interpretations, lega 
proceedings, and interviews and come 
spondence with relatives. Both forma 
interviews and informal discussions Wer 
held with hospital personnel in any nck 
familiar with the patients being pn 
Discussants ranged from psychiatrists t 
ward attendants and elevator operato 
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these records and sources were 
condensed. 
t was interviewed at least 
m two to four hours were spent 
h patient. A flexible interview 
used. The order of questioning 
tent of probing were determined 
ncies of each patient. Material 
from the files provided clues for 
hand. Considerable time was 
the wards before beginning any 
rapport with the patients was 
ous problem. 
eht's past and present interper- 
ons were concentrated upon, in- 
tions with siblings, spouse, 
d father (or surrogates), other 
en, friends, fellow workers, and 
aintances. The emotional tone 
milies of orientation and procrea- 
explored, plus life crisis situ- 
tions to authority, religious and 
tification, and attitudes toward 
ity and social and economic 
were clarified during the inter- 
"»opious notes were taken and re- 
| detail subsequent to each inter- 
‘other encounter with a patient. 
‘conclusion of the interviewing 
each patient's ‘protocol pertaining 
arameter was evaluated. A deci- 
“Made as to which pole of the 
for each parameter more accu- 
scribed each patient. Thus, the 
ber of patients (60) was distrib- 
poles of the dichotomy for each 
* This distribution of cases was 
Statistical significance by means 
€. For each parameter, statisti- 
nificant differences were found 
l for parameters 1, 2A, 2B, 3, 4, 5, 
-P«0.001 for parameters 6 and 7; 
<0.05 for parameter 8). Chi-square 
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tests for each parameter, classified by social 
and economic status rather than ethnicity, 
were not statistically significant. This in- 
dicates that ethnicity, not social and eco- 
nomic status, accounts for the observed 
differences in the distribution of the 
patients. 

Findings are summarized in the table. 


Ethnic differences in schizophrenic 
development for selected para- 
meters: Polish and German 


Parameter Hypothesized difference * 
1. Anxiety and Hostile Anxious 
hostility (German) (Polish) 
2A, Emotional Present Absent. 
expressivity (Polish) (German) 
2B. Modes of emo- Acquisitive- Sado- — 
tional expressivity dependent masochistic 
(Polish) (German) 
3. Orality Passive- Passive- 
dependent ^ aggressive 
(Polish) (Gexman) 
4. Sexual identity Mis-identity  Non-identity 
(German) (Polish) 
5. Tendencytoward Present Absent 
alcoholism (Polish) (German) 
6. Relations toward Passive- Passive- 
authority dependent ^ aggressive 
(Polish) (German) 
7. Somaticand Presentand Absent and 
hypochondriacal dependent ^ aggressive 
features (Polish) (German) 
8. Delusional system Present Absent | 
(German) (Polish) 
9. Over-all psycho- Catatonic Paranoid 
pathological (Polish) (German) 
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The first column identifies the parameter. 
Columns two and three indicate the poles 
of the dichotomy for each parameter. The 
ethnic group named in parentheses in the 
second and third columns denotes which 
group displayed a predominance of that 
aspect of the dichotomy; numerically, the 
distribution of patients was greater at that 
pole. 

Ideally, independent evaluation is de- 
sirable in research depending upon essen- 
tially subjective judgments. In this study, 
clinical psychologists and psychiatrists pro- 
vided this for 41 patients (20 in one ethnic 
group, 21 in the other). A five-point rating 
scale was constructed for each parameter; 
the psychologist or psychiatrist most famil- 
iar with each patient marked how he 
would classify the patient in that regard. 
Various psychologic tests provided the 
bases for most of these ratings: the Rors- 
chach, the "Thematic Apperception Test, 
the Minnesota Multiphasic Personality 
Inventory, the Bender-Gestalt Test, the 
Visual Retention Test, Rotter Sentence 
Completion, Draw-A-Person, House-Tree- 
Person, and the Wechsler-Bellevue Adult 
Intelligence Inventory. At least three, and 
as many as seven, tests were administered 
and interpreted for each patient evaluated. 

At their specific request, each psycholo- 
gist and psychiatrist also wrote a résumé of 
the clinical impressions—aside from the 
psychologic tests—upon which their rat- 
ings for each patient were based. Addi- 
tional conferences were held with the ap- 
propriate psychologist or psychiatrist in 
several instances to clarify discrepancies 
between the writer's evaluations and theirs. 
Thus, the tests of statistical significance 
pertained to evaluations on which the 
writer and the attending psychologist or 
psychiatrist had already agreed. 


Summary and Discussion 


'This study of the relationship between 
ethnicity and schizophrenic development 
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was based upon earlier theoretical discus 
sions. Its object was to seek empirically 
verifiable differences attributable to ethnic 
group experiences and to explore direc. 
tions for refining these research procedures, 
Several conclusions seem warranted. 
First, prejudice against specific theoreti- 
cal formulations of an interpersonal ap- 
proach to schizophrenia (or mental illness 
more generally need not deter examina 
tion of value systems (or ethnicity) as an 
independent variable. Classical Freudian 
theory was found interpretable into socio- 
logical terms (and vice versa), without con- 
flict, for these purposes. Differences may 
lie more in the language employed by ad 
vocates of particular positions than in 
intent or meaning. pb. 
However, reconciliation of theories 5 
not essential at the inception of this type 
of research. Such a task was undertaken 
here so that hypotheses could be derived 
from some similar foundation, with no ef 
fort made to verify the theory. If, in fact 
hypotheses so derived are logically inter 
related, progress is made toward verific 
tion of a theory. Strictly pragmatic 
research can proceed without prior verii 
cation, however, at least until a body of 
accepted fact has been established. — 
The parameters tested were derived 
partly from general theory and from prio! 
research. To date, their utility has beet 
shown in two studies. Further investi* 
tion of these parameters is advocated, them 
beyond the four ethnic groups for whi 
they have permitted differences tO i 
found. Also, single parameters ought ; 
be investigated alone and more Br 
as was done by Singer and Opler. No d i 
is made that these parameters exhaust rd 
sible discriminating dimensions. d 
should be sought, perhaps in other spec 
theories of personality development. P 
The most vexing problem in m je 
search is the valid inference of which a 
of a dichotomy better describes a PA 
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lar patient regarding a specific parameter 
—or if, indeed, the parameter is best de- 
scribed by a dichotomy at all. Specific 
behavioral indices are needed.  Psycho- 
pathologic concepts or defense mechanisms 
—such as sublimation or regression—may 
be “seen” by the experienced clinician. 
But the widespread acceptance of the valid- 
ity of this insight will be enhanced by 
carefully specifying what empirically ob- 
servable acts of human behavior demon- 
strate the concept clearly enough for others 
outside the observer’s own science or dis- 
cipline to see. Although some progress in 
this direction has been made in this study, 
this remains a crucial criticism. 
í Independent verification also must be 
Incorporated more fully into this type of 
Tesearch. Its application in this study rep- 
Tesents some progress. To the extent that 
the independent—yet — coincident—judg- 
E pr the staff psychologists or psychia- 
Bm ee writer relied upon different 
E. a data, validity was approxi- 
ES ut to the extent that still more 
E 5 operationalization can be enforced 
m verifying parties," this consensus 
E Do Pars. to reliability than to valid- 
d oun again, it appears, the demand is 
à : careful operationalization of con- 
‘Pts, with continued checks on the relia- 
llity and validity of outside sources. 

he over-all conclusion, then, must 
Use of this approach 
Fg Promising despite the is to 
or ORNARE are required. Claims 
E as been conclusively demon- 
, ted may best be held in abeyance. Thus, 


pin the frame of reference of this study 


the assumptions stated, one tentatively 
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may conclude that ethnicity is an impor- 
tant variable in the study of schizophrenia. 
This appears true for Poles and Germans 
as well as Irish and Italians, and perhaps 
for various Hawaiian ethnic groups !? and 
Filipinos and Japanese.!* 


REFERENCES 


1. Opler, M. K. (ed): Culture and Mental Health. 
New York, Macmillan, 1959. 

2. Opler, M. K.: Culture, Psychiatry, and Human 
Values. Springfield, Ill., Charles C Thomas, 1956. 
8. Gordon, M. M.: Assimilation in American Life. 
New York, Oxford University Press, 1964, pp. 23- 
30. 

4. Piedmont, E. B.: Community Mental Health 
Journal, 1:91 (Spring), 1965. 

5. Piedmont, E. B.: An Investigation of the Influ- 
ence of Ethnic Grouping Differences in the De- 


velopment of Schizophrenia. Unpublished doctoral 
dissertation, University of Buffalo, Buffalo, N.Y., 


1962. 

6. Ibid., pp. 36-73. 

7. Parsons, T.: Psychiatry, 15:15 (February), 1952. 
8. Parsons, T.: Psychiatry, 21:321 (November), 
1958. 


9. Parsons, T.: Social Structure and the Devel- 
opment of Personality. In Kaplan, B. (ed.): Study- 
ing Personality Cross-Culturally. Evanston, Ill, 
Row Peterson, 1961, pp. 165-199. 


10. Opler, M. K, and Singer, J. L.: International 
Journal of Social Psychiatry, 11:11 (Summer), 1956. 


11. Singer, J. L., and Opler, M. K.: Journal of Ab- 
normal and Social Psychology, 53:42 (July), 1956. 
12. Finney, J. C: International Journal of Social 
Psychiatry, 9:5 (Winter), 1963. 

13. Enright, J. B., and Jaeckle, W., J.: International 
Journal of Social Psychiatry, 9:12 (Winter), 1963. 


HARRY A. WILMER, M.D., sAN FRANCISCO, CALIF. 
IRVING MARKS, SACRAMENTO, CALIF. 
EDWIN POGUE, vACAVILLE, CALIF, 


Group treatment of prison 


In March 1964 an experiment in group 
therapy began at San Quentin Prison as a 
counseling program for families of prison- 
ers. During the first year of the project, 13 
inmates, their wives, and their 35 children, 
aged 2 to 17 years, met monthly at the 
prison. A staff of two counselors, a cor- 
rectional officer, a psychiatric nurse, and a 
psychiatric consultant led the groups, which 
continued meeting until August 1965. 
Family counseling was an extension of 
the Increased Correctional Effectiveness 
(L.C.E.) program, which began at San Quen- 
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and their famil 


tin Prison in May 1961 as an att 
introduce therapeutic community 
into the prison system. The LC.E. f 
was terminated in June 1966, and the 
is being used to develop a similar gr 
living program in the cell blocks. 

At any given time, about 60 mini 
security prisoners participate in 
munity living program, which has 
scribed elsewhere.! They live on à 
just outside the main prison wa 
work during the day in prison in 
Every evening they hold large con 
group meetings. The large group 18 
into two sections: those who have 
the program more than six mon 
those less than six months. They 
alternate days, and on Friday t 
community meets. Twice a weck 2 
bers meet in small groups of about I 
a week there is a husband-wife gro 
ally attended by four to eight coup 


Problems of the Prisoner's 


In the summer of 1963, the staff 
to the group members that they 
having monthly meetings with t 
dren, who, we had seen, were im 


Counseling of prisoners’ families 


involved in the complex problems confront- 
ing families of convicted felons. The re- 
sponse was at first divided, but gradually 
became enthusiastic. By including the chil- 
dren, we hoped to help the families and 
prepare them for the fathers’ return after 
prolonged imprisonment. 

In particular, we were concerned about 
the children’s probably distorted awareness 
of their fathers’ status as convicted felons. 
Since half of these parents had not told 
their children that the father was a pris- 
oner, we believed the children suffered 
from separation anxiety, compounded by 
deception. In helping the mothers to help 
the children face the reality of their fathers’ 
imprisonment, we acted on the premise 
that deception and living a lie foster a 
Sense of guilt. It was our hypothesis that 
such a deception might be at the root of 
tendencies toward delinquent behavior, 
such as lying, stealing, and destructiveness. 


Missing objects 


euh there are no clinical psychiatric 
sns of the prisoner's child, there are 
i relevant studies of parental dep- 
tote Bowlby,?* in his review of the 
Eoi ure on separation anxiety and in 
Bua. reports, says that a child's reaction 
Med mother develops in a sequence of 
Reid’ “oy san and detachment. He cites 
ion (1926) to show that anxiety is a re- 
tain y the danger of losing an object, 
object, mourning a retreat from the lost 
E ic and defense a mode of dealing with 
deals E iUm pain. The prisoner's child 
of dee anxiety and pain by the defense 
Th lal and fantasy. In doing this, he is 
Beir, abetted by his parents who, by 
iud Consent, use deception and denial 
Time ves as a defense in coping with their 
ix ‘ous problems and their pain and 
eties, 
raen, from infancy, cope with the 
m ct of missing objects—the breast, the 
! er, the father, toys, balls, etc. Parents 
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play games of peek-a-boo and hide attrac- 
tive objects so the child can delight at their 
magical reappearance. Children soon learn 
that smiles or crying make the object re- 
turn. They later spend long periods tossing 
a ball back and forth. When the ball is 
hidden, they may become angry and anx- 
ious or, at other times, lethargic and de- 
pressed if the object is “lost.” 

It is interesting how missing objects also 
play a role in prison life. When a prisoner 
enters San Quentin, his depersonalization 
is symbolized by the “Body Receipt"—an 
official form that acknowledges his arrival. 
He is given a number, his wedding ring is 
removed, and he is dressed in prison 
“blues.” All money and most personal pos- 
sessions are taken away. He is, in short, 
made into an object to which limited physi- 
cal objects now become very important. The 
question of lost objects arises in another 
form in the treatment community. A man 
can disappear from the unit at any time, 
and become a missing object. An officer can 
“roll him up” and cause him to vanish in- 
side the prison walls for interrogation, or 
because he is suspected or guilty of some 
infraction of the rules? In a sense, the 
prisoner is as much “objectified” as institu- 
tionalized or “prisonized.” 


The need to deceive 


The prison culture is largely a paranoid 
one, with suspicion and the “inmate code" 
a way of life for prisoners.” Whatever else 
the prison does, it makes deception neces- 
sary for survival and makes the resocializa- 
tion of prisoners a difficult, sometimes 1m- 


possible, task. i 
deception and denial serve as a 
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Prisoners also deal in deceit because they 
fear their children will become like them. 
"There is, indeed, a high incidence of crime 
and delinquency in the forebears of pris- 
oners. But, ironically, there is evidence? 
that simple imitation of the father is less 
important in producing criminality in the 
child than is rejection by the father. How- 
ever, prisoners, fearing rejection, counter 
by rejecting the child first. 

Another factor in the prisoners’ reluc- 
tance to be honest with their children is 
distrust of their wives, who are free to 
paint the picture of the father in whatever 
colors they choose. Because their husbands' 
incarceration creates many difficulties, they 
may retaliate through the children. Denial 
is a defense against this impulse. Many 
prisoners' wives do not want to resume their 
shaky marriages when the husbands are 
released, and fear that the children will 
create a pull toward maintaining the part- 
nership. 

The wives face many burdens and prob- 
lems in addition to obvious economic and 
social ones. Some, whose husbands are in 
prison for sexual offenses, recognize their 
own frigidity and ambivalence. Some are 
promiscuous, unstable women with histo- 
ries of delinquency. Their energies may be 
so drained that they have little real feeling 
for, or patience with, their children, Many 
fear being hurt by their children, whom 
they unconsciously wish to hurt or Teject. 
This often results in extraordinary moralis- 
tic, rigid, punitive, and domineering be- 
havior on the mothers’ part. Some love 
their children so much they cannot bear 
to hurt them or disillusion them. 


The pawn-child 


Sometimes the mother uses the child’s 
dependent needs to assuage her own dep- 
rivation of affection. This tends to create 
a “pawn-child,” closely tied to the mother 
and isolated from peers. Like the mother, 
the child becomes preoccupied with him- 
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self, driven to selfishness, and afraid of 
close relationships with other people. The 
youngest children, in particular, have so- 
cial relationships limited not only by the 
attitudes of the outside community, but 
also by the mother’s fears that the children 
might naively reveal the father’s imprison 
ment. 

In Prisoners and Their Families? Pauline 
Morris reports that the majority of mothen 
do not tell the children about the fathers 
whereabouts. She says that, although it is 
not easy to assess the effect of pretense on 
younger children, some of the older ont 
find it very difficult to tolerate: the strain 
of having a father in prison is in itse 
bad enough, but is even more difficult whet 
feelings and conversation must be sup 
pressed even at home. 

Parents rationalize their behavior, trat 
fully in part, by saying that the children 
would not understand if they knew thet 
father was in prison, that they would be 
able to hurt their mothers, and that the) 
would tell others and be hurt by them. Out 
opinion, from previous clinical expeti 
and from this experimental group, 1$ thal 
even the youngest child can be ae 
trusted with a secret than most adults, an 
that there is little likelihood of betray 
unless the mother fosters or unconscious 
wishes it. The illusion that children a 
not be trusted is largely an adult projf? 
tion, and often a self-fulfilling prope 
The feared betrayal by the ae 
whom the parents confided never NE 
in this experiment. Indeed, deg bo 
stronger bonds because of the share 
ily stress. i 

However, most prisoners’ famil zr 
with painful reality by generating ee d 
phere of secrecy, deception, and a 
betrayal. Both parents may convince chil 
selves and share the fantasy that the D. 
will never find out about the faim i 
prisonment (i.e., will die without -— 
Yet, however fervently they “believe 


ies co] 
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their children unquestioningly accept what 
they are told, to the children this deceptive 
behavior is tantamount to rejection. The 
parents’ prime rationalization is that they 
are “protecting” their children. But it is 
themselves they are protecting, using the 
children as pawns. The “pawn-child” is 
. truly the most expendable piece in the 
chess game played by prisoners and their 
Wives, 


- Fabric of deception 


As the parents prepared for the first 
meeting of the family group at San Quen- 
. in, it became apparent that, although de- 
ception took many forms, it was designed 
to maintain a “good” image of the father. 
We found that children were sometimes 
fold that their father was working in an- 
E- State, was in military service, or, in 
BE making movies in Spain." 
Es c ildren were told the father was 
ne hospital. Parents never faced the 
nid that a child might believe his 
Whi m dead or had rejected his family. 
E. the average stay of these men was 
4 pes some had been in the prison for 
ng as 17 years. 
4 (pen parents in our group first faced 
E" e of not telling the truth, they could 
a En their "need to deceive" made 
B... pee to create exorbitant fan- 
a ae fill the void of rejection. Freud 
B e in a famous study of 
E. ai children in wartime England, 
tt nei intense and persistent attachment 
The gel to a fantasy-father. 
5 ES ild replaces a long lost or missing 
E. in this case the father—with one of 
à Xtremes, Either he believes that the 
Bs ur àn omnipotent person, endowed 
a 3 the positive elements of a wished- 
Es. er, or he imagines the father as 
E. ejecting, hating. 
E iw are usually aware of deception, 
| ^ ough they do not let their awareness 
~ nown. Often when the bitter truth they 


but the lying, deception, moralizing, 
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suspect is more than they can bear, they 
delude themselves into believing anything 
to avoid the "truth." 'They notice that 
grownups are unable to face the truth, and 
that they believe children cannot face it 
either. This attitude contributes toward 
the child's feeling of smallness, helplessness, 
and rejection. 

The psychologic consequences of believ- 
ing that the family lacks strength to share 
adversity often lead children to become 
docile, withdrawn, or depressed, with minor 
physical illnesses, speech difficulties, and 
school problems. Friedman and Esselstyn,¥* 
in a recent study of 117 children of jail 
inmates from Elmwood Rehabilitation Cen- 
ter in California, report a “depression in 
the school performance” of these children, 
who rated below average on important so- 
cial and disturbed psychologic characteris- 
tics more frequently than comparable con- 
trols, Zalba's 1? statistical study of children 
of women prisoners offers many clues to the 
problems of these children. She reported 
that children in 47 per cent of the families 
in her study had not visited their mothers 
as often as once every three months. More 
than half of the children had no contact 
with their fathers (25 per cent of whom 
were in prison themselves), and one-third of 
them had no contact with other siblings. 

In addition to suffering psychologic dis- 
locations, prisoners’ families are usually 
torn apart, with the mothers on relief or 
working. The family often has to move to 
a cheaper apartment or to another city, 
which causes major readjustment problems. 

Many children, feeling shunned, inferior, 
and weak, react by disobedience, temper 
tantrums, or destructive behavior—in an 
angry, helpless attempt to cope. In older 
children, overt delinquent behavior is more 
likely. The propagation of crime in families 
is of considerable social significance; and 
the crucial elements, we believe, are not 


the environment or imprisonment per se, 
family 
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splintering, impoverished social contacts, 
and rejection. 

A major factor in tendencies toward de- 
linquency seems to be the loss of a good 
early family experience. According to Win- 
nicott,! the child perceives that the cause 
of his difficulties lies in the environment, 
not within himself. He tries to find a solu- 
tion by changing the environment through 
delinquent acts such as stealing, in an 
attempt to replace lost objects, and lying, 
in an attempt to hide guilt and shame. 
The child may cause havoc while trying 
to make the environment aware of his 
needs and frustrations, but the environment 
is more likely to be punitive than accom- 
modating. This only adds to the child's 
sense of abandonment, despair, aimless sup- 
pressed rage, or depression. 


The Family Counseling Program 


It was awareness of this vicious cycle of 
deception-rejection-delinquency that led to 
our program for the children of prisoners. 
The family counseling group arose from 
the deeper need for parents to be honest 
with themselves and with their children. 
Since no other group of this nature had 
been undertaken in a prison setting, we 
were not certain about the level of feelings 
at which the group would operate. 

Generally, we hoped to provide a healthy 
social encounter for parents and children, 
` and to give the children the opportunity to 
re-establish peer relationships with other 
children to whom they need not fear reveal- 
ing their fathers’ status. We hoped to help 
the children handle their mixed emotions 
toward their parents, particularly their 
fathers. We believed that, if family rela- 
tionships could be re-established while the 
father was still in prison, the inmate could 
re-enter family life after release and make 
the transition back to community life more 
successfully, 
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Practical problems £ 


The delay between the proposal in the 
husband-wife group and the actual begin- 
ning of the family group in March 1964 
was approximately eight months, a period | 
of much discussion and planning. We faced 
many administrative problems in under 
taking the family counseling program. The 
State Department of Corrections was con: 
cerned primarily with budgetary limita 
tions, legislative limitations, and treatment 
implications. The project was finally ap 
proved with the provisions that it be under 
taken on a pilot basis, not to exceed ont 
year; that continuance be based upon te 
view of a summary report to be submitted 
after one year; and that no additional 
budgetary expenditures be entailed. 

The prison administration was concerned 
with many questions: What would be "n 
impact on the community living program 
On the institution? On both staff and ii 
mates? How would the prisoner partc 
pants view the project? What about the 
families themselves? What were the por 
sible adverse effects upon the chil 
Would the Saturday time selected for meth 
ings allow family participants to travel E 
the prison? What of the expenses for i 
lies already on relief rolls? Would there E 
babysitting problems? Other concerns M 
cluded evaluative procedures and reco 
keeping. 

Custodial problems such as the in; 
tion of contraband and the need for escort 
were ever present. Visiting routines ane 

: enerally UP 
operational procedures were gene ior 
set. For example, in the usual visiting. n i 
prisoners sit across a table from Be á 
tors; and, although there is no lc id 
glass barrier, holding hands, touching 9. 
embracing are forbidden. Insofar 25 n 
dren are concerned, this would seem p 
incomprehensible, unjustly arbitrary, 
stimulating to their fantasies. In rr 
gram, we did not apply such restriction” 
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prisoners could hold their children. Fre- 
quency of visits posed another problem. At 
San Quentin, ordinary visiting with fami- 
lies is allowed four times a month. The 
fact that our meetings were not counted in 
the four-visit quota gave them special pleas- 
ure and meaning. 

Even though our group was an infinitesi- 
mal part of almost 5,000 men of the total 
institution population, the prison adminis- 
tration supported the project and found 
ways to deal with most problems. 


Dealing with deception 


i During the early meetings, when the 
lost" fathers’ whereabouts were revealed, 
the age and sex of the child were highly 
significant variables in his reaction: the 
younger the child, the shorter the memory 
span, and the more difficult it was to deal 
with the time intervals of separation. A 
day, a week, and a month are quite differ- 
ent to a very small child. It seems that 
the most difficult age in this respect is under 
Seven; beyond that age and up to adoles- 
cence, the child has more social and per- 
Sonal resources for coping with the loss of 
à father, although in this age group be- 
pes and mood changes are com- 
E. Ans whom we saw in the groups 
F ed to suffer more than daughters, prob- 
Ay, because of the loss of a male figure 
With which to identify. 
B family pattern had been reasonably 
Eu nene the father's imprisonment, the 
ER ad a better chance of successfully 
he A The immediate social environment 
Sa uenced telling the truth: if the child 
E rom an impoverished area in which 
E and delinquency were common, the 
E. T i. Imprisonment was far easier to ac- 
: Pt than when the family lived in a re- 
Pectable, affluent neighborhood. Other im- 
EU considerations included the nature 
P e father’s crime, the length of his 
tence, the manner in which he left, the 
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family's financial situation, the attitudes 
and behavior of family members, the qual- 
ity of previous contacts with the father, and 
the rank and number of siblings. 

Since the average stay of prisoners in our 
state prison is two years and sentences are 
indeterminate, the stress on the family is 
protracted. In such an interval of time, 
everything and everyone changes: society 
and other people change, which further 
complicates the task of readjustment; and 
the growing child changes most of all. 

The response of our group toward telling 
the children the truth was positive, and 
those who were frightened or suspicious 
were soon convinced by other couples that 
“family counseling” required that children 
be present. 


Early meetings 


The families met one Saturday a month 
from noon until 2 r.m. Usually four to eight 
families attended, with 6 to 13 children, 
from toddlers to adolescents. Originally, the 
children met first as a group separate from 
the parents, and then in a total family 
group. This proved unwise because it in- 
tensified the children's separation anxiety 
and caused the parents great uneasiness and 
suspicion concerning what the children 
were saying about the mothers, and what 
the staff was saying about the fathers. To 
prevent this, we had the total family group 
meet first for 30 to 40 minutes, followed by 
meetings of three separate small groups— 
husbands and wives, children over nine, 
and children under nine. The children’s 
groups were divided at their own request. 
These small groups met simultaneously for 
30 to 40 minutes, and this was followed by 
a visiting period during which all the fami- 
lies met together, with the correctional 
officer present. 

The groups were allowed to develop 
their own way of functioning. The par- 
ents’ group was modeled along group psy- 
chotherapy lines. The general format of 
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the small children's group was quite in- 
formal and social, and the children usually 
played games. The older children's group 
was a discussion group. The total family 
group was an informal discussion group 
without any predetermined topics or direc- 
tion. 

One counselor led the parents' group; 
another counselor led the older children's 
meetings. To impart a "family feeling" to 
the staff, a female psychiatric nurse, Mrs. 
Cynthia Dadds, was included. She and the 
correctional officer were in charge of the 
younger children's group. The psychiatric 
consultant varied his participation in each 
group, and all the staff attended the total 
family group meetings. Post-meeting evalu- 
ation sessions were held by the staff mem- 
bers, all of whom had worked together for 
about three years prior to beginning this 
project. 

We had hoped to hold the meetings in 
the homelike atmosphere of a living room 
in a guest house on the prison grounds. 
However, this idea was disapproved because 
of concern about custody and a marked 
break with tradition; the meetings were 
therefore held in the conference rooms in 
the prison administration building. This 
was unfortunate; for these rooms, the same 
ones in which the Adult Authority held 
parole board hearings, had unpleasant as- 
sociations for the men.!5. The two adjacent 
rooms where the adult and small children's 
groups met simultaneously were divided by 
a folding partition that could be left partly 
open. This allowed the children to walk to 
the opening, see their parents, and wander 
into the room if they felt anxious. The 
older children met in a separate room across 
the hall. 

The families reacted to the program with 
enthusiasm; only a few remained skeptical 
and felt threatened. In general, everybody 
behaved exceedingly well, and pressure for 
order and decorum came from the men and 
women themselves. The young children, in 


frequency of the sessions. Unfortunately, 
practical matters of staff, mothers’ travel 
and work, and the location of the prison 
made this impossible. One young child, 
aged two, cried a great deal during the 
first few meetings, and often ran to her 
mother, After a year, she seldom cried, and 
only an occasional look at mother and 
father through the open partition was 
needed to reassure her. Some of the older 
boys were sad and at first said little. Facing 
the painful facts of harsh reality, they could 
hardly be expected to do otherwise. Yet, 
the children did not express discontent 
with the meetings or a desire not to come 
On one occasion, when a mother said in 
the meeting of the whole group that her 
child did not want to come more than ont 
a month, she was astonished to learn that 
it was actually her child who had suggested 
the more frequent meetings. The children 
responded warmly and with affection to the 
staff and formed close attachments quickly 

One small child who, despite all the 
planning, was not told that she was going 
to a prison, stunned the total family group 
by saying, "Mama, p-r-i-s-o-n doesn't spe 
hospital.” She had read the sign on the 
main prison gate. E. n 

Discussions covered prison living con 
tions, and children's fantasies about prisoñ 
and their misconceptions from television. 
Eventually, the sessions became more E 
ranging, except for the parents’ taboo E i 
cerning talk of individual crimes. The m 
ilies dealt with expectations of be 
after the husbands’ parole, family disag" i 
ments, difficulties wives and children We ‘ 
experiencing, and tendencies toward d 
quency in the children. 

Some interesting conversations d 
telling the children about the father 
carceration. Within four months, P 
were energetically urging new d i 
had not told their children t° 


ealt with 
"s jr 


who 
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particular, took delight in the group, 
dressed gayly, and urged us to increase the 


a = 
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giving testimony to the relief their own 
families felt after the telling. One 12-year- 
old boy believed that his father was in 
"another state on business. He had become 
a disciplinary problem, was failing in 
‘school, and was generally withdrawn. After 
"discussing this in the family group, the par- 
‘ents decided to tell the boy the truth. He 
-began attending monthly meetings; and, 
although he was shy at first and very de- 
pressed, he gradually changed as time 
pased. His school performance and atti- 
tude improved, his moods lightened, and 
lie was able to engage in more comfortable 
social relations. The father also developed 
Amore understanding attitude toward his 
Son; and he, too, changed from a sullen, 
depressed prisoner to an alert, active mem- 
n 3 the prison groups. The relationship 
this change to deeper psychopathology 
| Was obvious, but this was not to be explored 
n this kind of group. 17 


Results 


xz 

Although we had initially viewed the 
children’s meetings more as social gather- 
"B We came to believe that they were 
peutic, as the above case illustrates. 
E the striking results of the family 
aos program was that it helped the 
Sicren to replace fears and fantasies with 
lisi attitudes about prison and their 


E 
o One child was vastly relieved to 
fa that her father did not wear stripes 
E ball and chain. The children seemed 
“assured by the friendly manner and ap- 


arance of the prison treatment and cus- 
 lodial staff, 
' program helped one family over a 
Es disruptive episode, and brought 
E. the reconciliation of two couples 
di Were divorced at the time of our first 
Meeting. Another family, which had a 
E relationship, broke up under 
eae circumstances of the group, 
ling th partners received individual coun- 


< 
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The program proved immensely useful to 
the staff in evaluating the inmates and their 
family stability and potential, and in mak- 
ing more rational recommendations to the 
parole board. In addition, we were able to 
see inmates' families in a real life situation 
and to achieve a more valid social and 
therapeutic relationship than would be 
possible in ordinary prison groups. As one 
of the prisoners who participated in the 
family program from the beginning to the 
end said, “This was the closest I ever got to 
seeing the staff and inmates with the least 
barrier.” He said this during a prisoners’ 
discussion of the inevitable barriers be- 
tween prisoners, who adhere, for self- 
preservation, to the "inmate code," and 
staff, who adhere, out of custody and secur- 
ity considerations, to the less clearly de- 
fined, but nonetheless evident, "free per- 
sonnel code.” 

The family meetings also had a positive 
effect on the weekly husband-wife meetings 
and on the total community living program. 
These groups were able to discuss some 
formerly taboo subjects once the family 
group had “broken the ice." This, we felt, 
enhanced the transitional approach of the 
community living program, since the in- 
mates and their families gained a more ac- 
curate and objective picture of parole and 
its implications. ! 

We observed a growing sense of closeness 
among the men in the family group, and 
attitude changes occurred within families. 
One inmate said, “I have never been able 
to talk to my family, but now it seems as 
though in this large family group we can 
finally talk about things which have 
bothered both of us all this time.” There 
developed a consensus that the children 
should be told the truth about their fathers’ 
incarceration. The community meetings 
became more realistic about families and 
children. The parents came to realize that 
they had been concerned more about them- 


selves than about their children’s welfare. " 
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We concluded that the family counseling 
group meetings provided a setting in which 
crucial family difficulties and misunder- 
standings could be worked out prior to the 
husband's release from prison. We also saw 
this group strengthen family ties, which 
could, and did, in several cases, enable the 
paroled father to think and act as a re- 
sponsible, rather than an isolated, family 
member. 

In the fall of 1965 there was a total turn- 
over of the treatment staff, due to promo- 
tions. With the whole I.C.E. program draw- 
ing to a close, the psychiatric consultant and 
the psychiatric nurse were unable to parti- 
cipate regularly; and, with most of the 
original members on parole, the total family 
group was discontinued. It was with some 
sadness on the part of the prisoners and 
their wives and the staff that this exciting, 
rewarding, and instructive group came to 
an end. 

This pilot study convinced us of the 
value, significance, and potential benefit of 
such a program. However, although the 
results of the experiment were positive, this 
should not mislead the reader to believe 
that there were not critical times in the 
history of the group. Sometimes it was not 
clear that we were making any progress at 
all, and sometimes we were not. It was a 
complex social experiment, with difficult 
people enduring numerous problems. One 
of the complicating issues was that the staff 
changed twice (due to promotions) during 
the course of the experiment, which caused 
serious handicaps for the groups. 

On one occasion, it was suggested to the 
group that the staff bring their children, 
and this was done. But the result was that 
some families did not come to that meeting, 
and the prisoners’ children were markedly 
inhibited and felt uncomfortable. This was 
not considered a good practice, and was dis- 
continued after being tried once, 

On another occasion, a husband and wife 
joined the group even though they did not 
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have children. The counselors felt that 
they would profit from the exposure to the 
total family group. The husband was ex. 
tremely hostile, contemptuous of children 
and of all efforts made by the Department 
of Corrections in behalf of the prisoners, | 
The participation of this couple for the 
short time they were in the group was al- 
most totally disruptive, which indicated the, 
need for some rational selection and exclu- 
sion. In this instance, the prisoner was not - 
really voluntarily participating, and had 
no motivation for belonging except that his 
participation would aid his appearance be 
fore the parole board. | 

The mastery of most of the problems that | 
the family groups faced led to positive 
effects on attitudes. We have no control 
data on enduring effects. In subsequent 
studies, there should be control groups and 
long-term follow-up, as well as concurrent | 
observations and information from schools 
and social agencies. 


Conclusions and Recommendations 


| 
There is a trend toward work furloughs) | 
allowing prisoners to spend time working 
outside the prison walls. The total family | 
group, both inside and outside prison, 25 the 
natural therapeutic step in the roca 
tion of the total family. The e 
prison system is already granting M 
furloughs to trusted prisoners not convicte 
of violent crimes or identified with crime 
syndicates. This procedure will later E 
copied in Massachusetts and other c; 
has already been adopted in Mexico an a 
the Soviet Union.) As the United e 
embarks on penal reforms and allows pi 
oner furloughs, we might well bx a 
prisoners wife and the prisoners i 
sharply into focus. e. 
We pliere that other correctional E 
tutions—women’s prisons, juvenile instit e 
tions, federal prisons, city and county J d 
specialized institutions, community “a 
tional centers, halfway houses, and ev 
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distant prison camps—could undertake 
family counseling programs. Problems 
similar to those we encountered would no 
doubt arise in other settings. 

Because of the complexity of family 
groups in prison treatment programs, we be- 
lieve it imperative that such programs be 
undertaken only by experienced group 
therapists, with the consultation of a par- 
ticipating psychiatrist. In settings in which 
such programs cannot be established, visits 
by the entire family should be encouraged 
and facilitated. 

We feel that family group treatment in 
the prison should, ideally, be supplemented 
by group treatment of the entire family 
after the prisoner is released on parole. 
This would make possible further observa- 
Mani understanding, and assistance of the 
Teal life family” for which the prison pro- 
pam 1s preparation. It is our impression 

ew, counseling programs in prison 
a following parole may help prevent re- 
mu of prisoners and delinquent be- 
n Py Es the part of their children by giv- 
ies oth the added strength that comes 

strong family bonds. 


Summary 


Ep ther apy experiment began at San 
Ditis, rison in March 1964 with several 
Nudes ig prisoners. The family group in- 
Sii children, aged 2 to 17 years. Im- 
Hio with the large number of children 
Ns ere not told about their fathers’ im- 
eer we studied the "need to de- 
tae and the parents’ illusion that they 
ful bene ie their children from pain- 
SEAT e We concluded that children 
iilos told the truth and share family 
(nies s as well as rewards, and that decep- 
die ontributes to trends toward delin- 
T In prisoners’ children. 
he staff dealt with deception through 
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the family counseling program, which 
helped to strengthen family ties and work 
out many difficulties and misunderstandings 
prior to the husband's parole. Such pro- 
grams might help prevent recidivism of 
prisoners and improve the lot of the prison- 
er's wife. 


REFERENCES 


1. Wilmer, H. A.: Corrective Psychiatry and Jour- 
nal of Social Therapy, 10:80 (March), 1964. 

2. Bowlby, J.: Journal of Child Psychology and 
Psychiatry, 1:251 (No. 4), 1960. 

3. Bowlby, J.: International Journal of Psycho- 
analysis, 41:89 (March-June), 1960. 

4. Bowlby, J.: Critical Phases in the Development 
of Social Responses in Man and Other Animals. 
In Johnson, M. L., and Abercrombie, N. (eds): 
New Biology. London, Penguin Books, 1953, pp. 
25-32. 

5. Bowlby, J, et al: British Journal of Medical 
Psychology, 29:211 (Part 3, 4), 1956. 

6. Bowlby, J.: Child Care and the Growth of Love, 
London, Penguin Books, 1959. 

7. Wilmer, H. A.: Federal Probation, 29:44 (March), 
1965. 

8. McCord, W., and McCord, J.: The Effects of 
Parental Role Model on Criminality. In Smelser, 
N. J., and Smelser, W. T. (eds): Personality and 
Social Systems. New York, John Wiley, 1963. 

9. Morris, P.: Prisoners and Their Families. Lon- 
don, Allen and Unwin, Ltd., 1965. 

10. Freud, A., and Burlingham, D. T.: Infants with- 
out Families. New York, International Universities 
Press, 1944. 

11. Friedman, S., and Esselstyn, T. C.: Federal Pro- 
bation, 29:55 (December), 1965. 

12. Zalba, S. R.: Women Prisoners and Their Fam- 
ilies. Los Angeles, Delmar Publishing Co., Inc., 


1964. 
13. Winnicott, D. W.: Collected Papers. New York, 


Basic Books, 1958, pp- 306-315. 

14. Wilmer, H. A.: Social Psychiatry in Action. 
Springfield, Ill., Charles C Thomas, 1958. 

15. Wilmer, H. A.: International Journal of Social 
Psychiatry, 12:44 (Winter), 1965. 

16. Neubauer, P. B.: The One Parent Child and 
His Oedipal Development. In Psychoanalytic Study 
of the Child, Vol. 15. New York, International 


Universities Press, 1960, pp- 286-309. ; 
17. Wilmer, H. A.: Federal Probation (in press) 


OPAL R. PERDUE, NASHVILLE, TENN. 


CHARLES D. SPIELBERGER, PH.D., BETHESDA, MD. 


Anxiety and the perception 


When young children react to frustrating 
situations with aggressive or hostile behav- 
ior, they are usually punished. Parents 
differ, however, in their views regarding 
what constitutes aggressive behavior and in 
the type and severity of punishment that 
is given for it. 

In investigating the relationship between 
the aggressive behavior of preschool chil- 
dren and the punitiveness of their mothers, 
Sears + found that children of highly puni- 
tive mothers committed more aggressive acts 
in a doll play situation than did children 
of less punitive mothers. Thus, it would 
seem that punishment for aggression leads 
to increased aggressive behavior in the small 
child. 


Mrs. Perdue is a graduate student in psychology at 
Vanderbilt University, Nashville, Tenn. Dr. Spiel- 
berger was professor of psychology, Vanderbilt 
University, Nashville, Tenn., at the time this study 
was carried out. He is now at the National Insti- 
tute of Mental Health, Bethesda, Md., and requests 
for reprints should be addressed to him there, in 
care of the Training and Manpower Resources 
Branch. 

"This investigation was supported in part by a grant 
from the National Institute of Child Health and 
Human Development, U. S. Public Health Service 
(HD 947), to Dr. Spielberger, principal investigator. 
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of punishment 


In a longitudinal study carried out by 
Sears and his colleagues ?? it was found 
that aggressive behavior in a group of five 
year-old children was positively related to 
the punitiveness of their mothers; but, for 
the same children when they were 12 yeu ) 
of age, there was a negative correlation | 
between these variables. In other words 
the children whose mothers were judged | 
to be highly punitive were more aggressive | 
at age five and less aggressive at age 12 than | 
children whose mothers were less punitive: 

Why do younger children who are more 
severely punished show more aggressive 
havior, whereas older children who p 
been severely punished show less? E 
answer to this question requires consid | 
tion of the general relationship betwee 
aggression and anxiety. 


Anxiety and Aggression 


In a study * of nursery school children, 
observers rated behavior during “free P 
periods immediately following a pie P 
signed to induce aggression fantasy. ob 
nificant positive correlation of 0.30 ke 
tained between ratings of anxiety viii 
aggression, indicating that children 
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exhibited more aggressive behavior were 
also considered more anxious. Anxiety was 
- inferred from observations of "awkward 
- movements; incompleted or blocked aggres- 
sive acts; tics, thumb-sucking, and other 
'nervous mannerisms'; tense mouth; mask- 
like expression, etc.” 

Similar findings for high school students 
have been reported by Ford and Sempert,* 
who obtained correlations of 0.57 and 0.58 
between the Taylor? Manifest Anxiety 
Scale and two independent measures of 
hostility. In a study of college students, 
Zuckerman and co-workers? found a cor- 
relation of 0.72 between the anxiety and 
hostility scales of an affect adjective check 
list. Thus, it would appear that feelings 
of anxiety and hostility are associated in 
both children and young adults, perhaps 
More strongly in the latter. Put differently, 
the anxious individual is more hostile than 
the nonanxious person, 

We may now return to the question of 
why younger children who have been se- 
“cae punished show more aggressive be- 
ae than do severely punished older 
B One possible explanation is that 
Jag who have been severely punished 
T P greater anxiety over the expression 

'8Bressive behavior than less severely 
pm children, and that this anxiety 
In i them to inhibit aggressive behavior. 
a ree by Hollenberg and Sperry, de- 
a n * y Sears it was found that aggres- 
ee in a doll play situation de- 
E children who were immediately 
d m When they exhibited such behav- 

is ss Us, as he grows older, the child who 
: JEFE punished for his aggressive be- 
IR diga come to associate punishment 
feelin Is aggressive acts. Consequently, his 
Eng of aggression may lead to anxiety 
we pepe to Freud,’ then serves as 
we of impending danger. The child's 
ibi 7 pipidas cues that help him to in- 
avoid isapproved behavior in order to 
1€ anticipated punishment. 


Evidence from the foregoing studies sug- 
gests that the severely punished child is 
more hostile than the less severely punished 
child, and that he is also more likely to 
develop anxiety over the expression of ag- 
gression, which, in turn, causes him to 
inhibit the expression of overtly hostile acts. 
It might therefore be expected that adults 
who experienced severe and consistent pun- 
ishment for aggressive behavior in child- 
hood would feel more hostility but exhibit 
less aggressive behavior because of anxiety 
related to the expression of aggression. 
Conversely, it might be expected that adults 
with a high level of anxiety were punished 
more severely by their parents than were 
less anxious adults. If so, anxious adults 
might also be expected to feel more anger 
toward their parents than would nonanx- 
ious adults. 

The major goals of the present study were 
to investigate the perceptions of childhood 
punishment experiences of college students 
who differed in level of manifest anxiety. 
Given the relationships between anxiety 
and hostility and between aggressive be- 
havior and punishment demonstrated in the 
studies cited above, it was expected that 
college students manifesting high anxiety 
would differ from those manifesting low 
anxiety in their perceptions of childhood 
punishment experiences. Since punish- 
ment involves both the behavior for which 
the child is punished and the behavior of 
the parent in administering the punish- 
ment, the perceptions of both types of 
students regarding both types of behavior 
were evaluated. 


Experiment I 
The perceptions of college students of 
their own childhood punishment experi- 
ences were evaluated in this experiment. 
The Childhood Experiences Questionnaire 
(CEQ), described below, was developed for 
this purpose. On the basis of responses to 


392 


this questionnaire, information was ob- 
tained regarding the behavior for which the 
students were punished as children and the 
behavior of their parents in administering 
the punishment. 


Subjects and procedure 


During a class period at the beginning of 
the academic semester, the Taylor Manifest 
Anxiety Scale (MAS) and the Lie (L) scale 
of the Minnesota Multiphasic Personality 
Inventory (MMPI) were administered to 
undergraduate students in introductory psy- 
chology at Vanderbilt University. 

It was decided to limit this study to male 
students since there is considerable evidence 
that the correlates of scores on the MAS are 
not the same for males and females.9-i 
Students whose L scores were 8 or higher, 
indicating that they may have attempted 
to create a favorable impression,!? were 
eliminated, 

Complete data were available for 120 
male students. For this group it was de- 
termined that MAS scores of 7 and 21 de- 
fined approximately the upper and lower 
20 per cent of the MAS score distribution. 
Students with scores below 8 and above 20 
were designated as belonging to groups 
manifesting low anxiety and high anxiety, 
respectively. There were 21 of the former 
and 24 of the latter. 

About two weeks after the students were 
given the MAS and L tests, the CEQ was 
administered, also during a class period. 
The instructions for the CEQ required the 
students to think back to when they were 
three to ten years old when responding to 
the questionnaire. 


Childhood Experiences Questionnaire 


In a pilot study concerned with the gen- 
eral area of punishment and parent-child 
relationships, questionnaire results sug- 
gested a number of factors for more detailed 
study. These included: the types of child- 
hood behavior punished by parents, the 
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kinds of punishment administered by par- 
ents, the duration of parental anger after | 
punishment, and the degree of parental 
agreement concerning punishment. The 
original questionnaire used in the pilot 
study was refined for further mappingout 
of these areas in the present study. The 
Childhood Experiences Questionnaire, as 
developed for this study, consisted of four 
components. Each of these is described. 
below. 

Childhood behavior. A list of ten rep 
resentative types of childhood behavior for 
which children are frequently punished, 
was constructed. For each of these (Table 
1), students were asked to indicate on à. 
five-point scale the extent to which their. 
parents had expressed disapproval. The 
five scale points were: did not disapprove, 
slightly disapproved, moderately disap: 
proved, strongly disapproved, and ve 
strongly disapproved. 

Types of punishment. This item Te 
quired students to estimate the relative 6* 
tent to which their parents had used dil | 
ferent types of punishment. The specific 
types of punishment were: scolding, spank | 
ing (corporal punishment), and other pun} 
ishment (e.g., being deprived of privileges) | 
As a further refinement, the students welt 
asked to indicate the percentage of d" 
they were scolded or physically pug 
for “strongly disapproved” and for slightly 
disapproved” behavior. 

Parental anger and parental agreeme 
Students were asked to indicate on à | 
point scale how long their parents P 
angry with them after punishment, for W. 
strongly and slightly disapproved e 
The scale points were: one hour of d 
two to three hours, four to six hours s d 
to ten hours, and longer. Parental ag" | 

; : valuaté 
ment concerning punishment Was € P 
by asking students to estimate the Pi 
age of the time their parents agree "vill 
whether they should be punished, we 
strongly and slightly disapproved be | 


nt. | 
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Results and discussion 


The mean scores or mean percentages for 
both groups of students on the component 
parts of the CEQ are reported below. The 
results of statistical analyses used to evalu- 
ate differences between the two groups are 
also reported. 

Childhood behavior. The mean scores 
on each of the ten representative types of 
childhood behavior for the two groups of 
students are presented in Table 1l. The 
students manifesting low anxiety indicated 
stronger parental disapproval than the 
highly anxious students for seven of the ten 
types of behavior. However, there was 
considerable variability within both groups, 
and evaluation of the differences between 
the groups by t-tests yielded no statistically 
Significant results. Thus, the differences 
noted may be attributed to chance. 


M TABLE 1 
ean scores for college students on 
the degree of perceived, parental 
disapproval for ten types of 
representative childhood 
behavior * 


Students Highly 
manifesting anxious 


Chii 
ee low anxiety students 
vior N=21) (N=24) t 
Fighting with other 
children 
i 2.00 1.92 0.325 
T clothes dirty — 1.67 1.79 spies 
P sad disrespectfully 
O parents 
Quarreling with 3.57 3.33 1.055 
nh wis 1.86 1.95  -0.896 
Eus vulgar language 3.57 3.95 1.209 
2 ing lies about others 3.57 3.21 1.464 
pang bad table manners 2.45 2.50 0.288 
Takin ence to parents 3.48 3.17 1.188 
pl ng toys, etc., from. 
aymates 
Fai 2.62 2.83 1.084 
Failure to do homework 2.62 2.42 0.700 


ie 
disay t disapprove; 1—Sli 
proved; 3—Strongly disapproved; 4—Very strongly disap- 


Types of punishment. Although there 
was a tendency for the highly anxious sub- 
jects to report slightly more physical pun- 
ishment and less scolding than the less anx- 
ious subjects for both strongly disapproved 
and slightly disapproved behavior, an analy- 
sis of variance showed that the differences 
between the two groups were not signifi- 
cant. Therefore, the most reasonable con- 
clusion is that there was no difference in 
the perceptions of the two groups of sub- 
jects of the extent to which their parents 
used scolding and physical punishment for 
either strongly or slightly disapproved be- 
havior. 

Parental anger and parental agreement. 

The highly anxious students indicated that 
their parents remained angry with them for 
longer periods of time after punishment 
than did the less anxious students. For 
strongly disapproved behavior the mean 
score for the former was 2.65 and for the 
latter, 2.04. For slightly disapproved be- 
havior the respective scores were 1.95 and 
1.11. 
An analysis of variance was carried. out 
in which anxiety level was a between-sub- 
jects variable and level of disapproval was 
a within-subjects variable. The findings 
of this analysis indicated that the differ- 
ence between the two groups approached 
statistical significance (F=3.28, P<0.10). 
Thus, for both strongly and slightly disap- 
proved behavior, the mean score for dura- 
tion of parental anger tended to be higher 
for highly anxious subjects than for less 
anxious subjects. The difference in paren- 
tal anger for strongly and slightly disap- 
proved behavior was, of course, highly sig- 
nificant (F=43.28, P<0.001). 

With respect to parental agreement about 
the acts for which they should be punished, 
the less anxious group indicated that their 
fathers and mothers agreed 89.7 per cent of 
the time on strongly disapproved behavior, 
and the highly anxious group indicated an 
89.1 per cent agreement for their parents. 
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For slightly disapproved behavior, the less 
anxious students reported parental agree- 
ment 78.4 per cent of the time, and the 
highly anxious students, 85.3 per cent. 
Since an analysis of variance failed to show 
any significant differences, it may be con- 
cluded that the two groups did not differ in 
their perceptions of parental agreement 
regarding punishment. 

In summary, the results of Experiment I 
indicated that there were no statistically 
significant differences between the two 
groups of college students in their percep- 
tions of: (a) the kinds of childhood behav- 
ior for which they were punished by their 
parents, (b) the types of punishment ad- 
ministered by their parents, and. (c) paren- 
tal agreement regarding the acts for which 
they were punished. However, there was 
a tendency for highly anxious students to 
perceive their parents as remaining angry 
with them for a longer period of time fol- 
lowing punishment than was the case for 
less anxious students. Therefore, parental 
anger was the focus of the inquiry in Exper- 
iment IL which was initiated approxi- 
mately six months after the completion of 
the first experiment. 


Experiment II 


The principal aim in this study was to 
investigate the perceptions of highly anxi- 
ous and less anxious college students regard- 
ing the length of time that their parents 
remained angry with them after they were 
punished in childhood. Information was 
also gathered on students’ feelings toward 
‘their parents after they were punished for 
punishment felt to have been justified and 
for that felt to have been unjustified. Stu- 
dents' perceptions of these aspects of their 
relationships with their parents were eval- 
uated in a structured interview. The sub- 
jects and procedure for this experiment are 
described below. 
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Subjects and procedure 


As in Experiment I, the MAS and L 
scale of the MMPI were administered to 
undergraduate students in introductory psy- 
chology at Vanderbilt University during a 
class period at the beginning of an academic | 
semester, Only males were used, and stu- | 
dents with L scores of 8 or higher were 
eliminated. There were 238 male subjects 
for whom complete data were available. 
The group classified as manifesting low 
anxiety consisted of students with MAS ' 
scores of 0 to 7, inclusive; the highly 
anxious group consisted of students with | 
MAS scores of 21 or higher. Thirty students 
from each group were individually inter- 
viewed by an experimenter who did not 
know to which group the student belonged 
at the time of the interview. 

In order to establish rapport, the inter- 
viewer conversed briefly with the student 
for a short time and then read the follow 
ing instructions: 


As part of our interest in childhood experiences 
we would like your help in accumulating informa 
tion about several areas of childhood development 
This will help us to better understand parent-child 
relationships. As you have probably learned in 
your psychology lectures or readings, parental ap- 
proval and disapproval during childhood are im 
portant factors in helping children to learn which 
behaviors are acceptable in the family and the” 
society in which they live. In order to help children 
learn to get along with others, parents must e 
them when they tend to manifest unacceptabl 
behaviors. Thus, every child is punished by bis 
parents for a variety of reasons. Now, think b 0 
to your own childhood, when you were $ to 
years old. 


Each student was then asked how long. 
his own father and mother had remained 
angry with him after punishing him, both 
for strongly disapproved and for slightly 
disapproved behavior. After being assured 
that it is natural for a child to feel frus- 
trated and angry when punished, kc 
dent was asked how long he had remaine 
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angry with his father and his mother after 
he had been punished. He was asked to 
estimate the length of time he remained 
angry after punishments that he considered 
justified and after those he felt were un- 
justified. 


Results and. discussion 


The mean scores for the length of time 
that both groups of students perceived their 
fathers and mothers as having been angry 
with them after punishment are presented 
in Table 2. Highly anxious students indi- 
cated that both their fathers and mothers 
remained angry after punishment for longer 
periods of time than did the less anxious 
students. This tendency was observed for 
both strongly and slightly disapproved be- 
havior. However, an analysis of variance 
showed that this difference between the 
two groups did not reach a level of statis- 
tical significance. 

The mean scores for length of time both 
Broups of students perceived themselves as 
having remained angry at their parents are 
Presented in Table 3. The highly anxious 
students reported that they felt angry for 
longer periods of time than did the less 
anxious students following punishment by 


TABLE 3 
Mean scores for college students on percer 
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TABLE 2 i 
Mean scores for college students on 
perceived length of time that 
parents remained angry 
with them after 
punishment * 


Students Highly 
manifesting anxious 


Duration of low anxiety students 
parental anger N=) N=) t 
Duration of father’s 

anger 
Strongly disapproved 

behavior 3.63 4.08 0,77 
Slightly disapproved 

behavior 1.88 2.48 1.25 

Duration of mother's 

an 
Strongly disapproved 

behavior 4.12 4.68 1.07 
Slightly disapproved 

behavior 2.08 2.72 1.40 


either their fathers or their mothers. This 
was true for both strongly and slightly dis- 
approved behavior, and after justified and 
unjustified punishment, The evaluation of 
the data for both groups in an analysis of 
variance revealed that the over-all differ- 


ived duration of their anger with 


parents after punishment 3 


Unjustified punishment 


Justified punishment 


GUTER Highly Students Highly 

Duration of students' anger manifesting ne low stud tad 

toward parents low e pes (N=30) (N=30) 

ea father after punishment for: 5.82 6.55 

trongly disapproved behavior 2.90 - 3.18 5.08 
quiBhly disapproved behavior 1.00 2.87 i 1 

iig mother after punishment for: 3.80 4.87 6.18 

TOngly disapproved behavior 2.65 2.59 2.97 4.67 


S 


* Scale points as in Table 2. 


lightly disapproved behavior 1.18 
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ence between the groups was highly sig- 
nificant (F=14.66, P<0.001). 

It may also be noted in Table 3 that 
both groups of subjects remained angry 
| with their parents for longer periods of 
| time after being punished for strongly dis- 
| approved than for slightly disapproved be- 
havior. Similarly, both groups remained 
angry with their parents for longer periods 
of time after unjustified punishment than 
after justified punishment. 

In summary, the highly anxious students 
Í in Experiment II tended to perceive their 
| parents as having been angry with them 
for longer periods of time after punishment 
than did the less anxious students. Further- 
| more, the highly anxious students reported 
| that, after punishment, they remained an- 
| Bry with their parents for longer periods 
of time than was reported by the other 
group. This was the case following punish- 
ment for either strongly disapproved or 
slightly disapproved behavior, and follow- 
ing punishment considered justified or un- 
justified. 


| Summary and General Conclusions 


In Experiment I, findings based on the 
Childhood Experiences Questionnaire in- 
dicated that anxious and nonanxious stu- 
dents did not differ significantly in their 
perceptions of the type of childhood be- 
havior for which they were punished, the 
types of punishment administered by their 
parents, or the extent to which their par- 
ents agreed regarding punishment. In both 
Experiments I and II, the highly anxious 
students tended to perceive their parents 
as having remained angry with them for 
longer periods of time following punish- 
ment than did the less anxious students. 

Although it would appear that there 
may be subtle differences in the childhood 
punishment experiences of highly anxious 
and less anxious students relating to their 
parents' prolongation of the punishment 
experiences, it is not possible to conclude 


| 
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with certainty that the parents of the fo 
mer actually remained angry with th 
for longer periods of time than did the 
parents of the latter. r 

Although the questionnaire and inter 
view methods employed in the present 


qualified by the limitations associated with 
such data. For example, students' response 
to the questionnaire administered in cla 
may have been influenced by their need 10 


more, in the interviews some student 
seemed hesitant to report anything that 
might be considered as “criticism” of theit 


children and their parents in order fur! her 


1 


to evaluate the influence of the length. ot 


the interviews in Experiment II was thai 
highly anxious students reported having 
remained angry at their parents after hel 
were punished for significantly longer pe 
riods of time than did students of low 
anxiety. This was true for both strong? 
and slightly disapproved behavior, and fo 
justified and unjustified punishment. e 
finding that highly anxious students * 
ceived themselves as having experienc 
stronger feelings of hostility toward 
parents during childhood than student 
with a low anxiety level was consistent Wit 
the results obtained in previous expetita 
ments.* 5, 7 —- 
In conclusion, the findings in this i 
suggest that there is a complex relations p 
between hostility and anxiety e 
lated to childhood punishment experiences 
and that children whose parents re 
angry with them tend to be more ax: 
as adults than children whose parents : 
not prolong the punishment experi? 


) 
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Social class and adaptation 
of college students 


There is a need for studies of the effect 
of sociocultural factors on the performance 
of students in college. Some aspects of the 
methods and purposes of such research are 
presented here. 

Until quite recently the mental health 
and educating professions have tended to 
neglect class differences within our own 
country. Anthropologists and sociologists 
decades ago showed that there were class 
and cultural variations in child-rearing and 
socialization patterns, values and styles of 
life, and forms of mental health and illness. 
These variants were regarded by educators 
and mental health people as important in 
comparing Americans with persons in 
foreign lands, but were given little weight 
in most studies of personality functioning 
inside the United States. The differences 
among American classes and groups were 
often minimized. There was a need to per- 
ceive the United States as a unity and to 
deny its diversity. The gross variations 
between our people and the Samoans were 
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easier to discern. A cultural proscription 
against drawing class lines in demo 
America delayed serious consideration 0 
the differences among classes within out 
own country. 

The current concern with the poverty: 
stricken and with disadvantaged nin 
groups has helped to lift the veil that i 
scured perception by educators and V i 
tal health people of class idiosyncrasies ; 
our own heterogeneous society. In the pas 
decade a number of important studies have 
demonstrated that sociocultural factors E 
significantly related to personality ad 
tioning within the United States. We a 
beginning to realize that the ideal of a E 
opportunity requires full recognition hor | 
wide range of variation in life pat 
derived from greatly disparate backgrouD^ "s 

'The democratic taboo against due 
class lines was aided by heavy b 
the past on the role of the nuclear fz fac 
early life influences, and intrapeyhe led 
tors in personality theory, all of We p 
to some neglect of other significant die A 
The latter include the experiences uo 
ated with being a member of a par" 
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racial, religious, or ethnic group; one's 
socioeconomic status; the educational level 
of one's parents; and the like. The value 
system of the reference group is especially 
important. These factors also affect per- 
sonality functioning in other life processes 
not strictly in the realm of mental health, 
eg, success in college education. 


Social Class and Mental Health 


Several surveys in recent years have em- 
phasized that socioeconomic status has an 
important relationship to the prevalence 
of psychiatric illness. Hollingshead and 
Redlich,! in their pioneering work in this 
area, declared that there was "a distinct 
inverse relationship between, social class 
and mental illness." Other investigators 
have challenged the validity of this infer- 
ence. The New Haven study does, how- 
E underscore that the treatment of those 

Who suffer from mental disorder differs 
according to class position. 

The research of another leading group 
of epidemiologists? points up the com- 
plexities of the correlations between mental 
disorder and social status. They report that 
these variables are related in an uneven 
Manner, Negro-white differences being 
€specially relevant, in addition to socio- 
fconomic level. They propose that stress 
and rate of mental disorder) is greatest in 
the lowest and the highest socioeconomic 
Strata. 

The Midtown Manhattan findings € sup- 
E the New Haven study's conclusion that 
CHE 18 an inverse relationship between 
Phe mie status and mental illness. 
E. sd strata show significantly higher 
Min ia a emo but, above a certain 

ut $6,000 per year family income, 
E Len) the rates tend to even 
Eis a, Nanaia raaraa M 
Citarai "deni significance ot other socio- 
of origin rs, such as religion, country 
» and generation in the United 
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States, tends to be relatively small when 
the overriding variable of socioeconomic 
status is constant and when other sources of 
distortion in the data are controlled. 

The conclusions of the Midtown Man- 
hattan research that religion, ethnicity, and 
generation in the United States are rela- 
tively unimportant in determining rates of 
mental impairment may be valid. How- 
ever, these factors are significant with re- 
spect to the nature of the disorders, the 
patterns of seeking help, and the response 
to treatment. There are connections be- 
tween these variables and readiness for 
self-referral or acceptance of referral by 
others; expectations of psychotherapy; per- 
sistence in psychotherapy; and propensities 
for self-examination and  selfimprove- 
ment.*-5 

It has been found in some psychiatric 
clinics that the greatest number of prema- 
ture terminations of treatment occur among 
patients of low income; Discrepancies 
have been found between the approach of 
middle-class and lower-class people to such 
things as problem solving, planning ahead, 
and tolerance of delay of gratification.? 
The data in most of the surveys in this 
field are analyzed in terms of socioeconomic 
groups without taking into account the 
additional effects of ethnicity, religion, race, 

eration in the United States, and educa- 
tional levels. Clinical experience, however, 
certainly suggests that the latter factors are 
of considerable importance in comparisons 
of any groups of patients or non-patients, 
even if socioeconomic status is constant. 
These variables are also determinants of 
performance in college—academically and 
psychosocially. 

As social psychiatry matures, the careful 
evaluation of such variables becomes cru- 
cial. The influence of studies of socio- 
cultural factors in relation to rates of 
mental impairment, patterns of seeking 
help, and response to different techniques 
of psychiatric or social service care is con- 
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siderable. Policies and practices of hos- 
pitals, clinics, agencies, schools, and train- 
ing programs are being modified from 
traditional approaches on the basis of the 
implications of such investigations. It is 
probable that institutions of higher edu- 
cation, like their counterparts at the pri- 
mary and secondary levels, will also make 
some adjustments in their methods and be 
influenced by such research. The modifica- 
tions designed to make educational, mental 
health, and social service practices more 
effective for disadvantaged, minority, and 
specialized groups of people are generally 
to be commended. However, these innova- 
tions should be carefully evaluated and 
related to the findings of epidemiologic 
and social psychiatric studies, so that con- 
tinued revision will be based on sound re- 
search. It is our impression that some of 
the previous studies have perhaps over- 
emphasized socioeconomic status and neg- 
lected other variables. 


College Populations: An 
Unexplored Territory 


A university is primarily concerned with 
the academic performance of students. Its 
faculty and administration are not inclined 
to consider very extensively other aspects 
of the student's psychologic functioning 
unless they are shown to be related to 
academic achievement. Previous studies on 
academic achievement ® 1 have evaluated 
such factors as anxiety or certain personal- 
ity constellations as determined by person- 
ality inventory tests in relation to academic 
performance. But they have not included 
investigation of sociocultural and family 
background characteristics, study of par- 
ents, personality inventory and projective 
testing of students, and psychiatric inter- 
views (all with a longitudinal dimension). 
If more comprehensive research can show 
a relationship between these factors and 
academic achievement, universities may be 
motivated to involve themselves more in 
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efforts to improve the total psychologic 
functioning of the students. 

It is surprising that few large-scale stud- | 
ies of college students—either of their aca: | 
demic performance or their psychologic 
problems—have examined the influence 
of sociocultural and family background 
variables. In part this is due to the concem 
of university officials that data gathered i 
these matters might be considered an in- 
vasion of the privacy of the individual 
Or they fear that the college might be 
open to accusations that there is discrimi | 
nation on the basis of race, religion, social 
class, or other grounds if information is 
sought on these background factors in stu: 
dents. These objections—invasion of pri 
vacy and discrimination—can be overcome 
effectively if the sociocultural data on stt 
dents are not gathered by the admission 
office or the college dean's office. Themi 
formation can be collected by an independ 
ent college department such as the health. 
service, counseling service, or a bureau of 
institutional research. The data can be 
kept confidential and removed completely 
from any connection with selecting students 
for admission or their evaluation and progi 
ress academically after admission. This 
method has been employed at the Unive 
sity of Florida, where investigations © 
demographic characteristics of students 1 
relation to academic performance and C 
tain personality factors have been ™ 
over the past five years.1% 7? — — 

The context of clinical work in out Í 
lege mental health service has, by its na 
ture, made us keenly aware of socio 
variations and their relationship fo 

+. per 
psychologic problems and academic Nr 
formance of students. The population " 
students at many universities is quite 
ferent from that on our cupo ae 
spectrum of different sociocultural EU. 
teristics is particularly broad at our i. 
which draws its students from a aom 
tion of the Chicago "melting pot- 


ade 


col- 
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Chicago Circle Campus of the University 
of Illinois, being a low-tuition state uni- 
versity in the heart of the city, attracts a 
higher proportion of students from various 
low-income, disadvantaged, and minority 
groups. The campus, in comparison with 
most others, has a larger proportion of stu- 
dents who are first-generation college-goers, 
first- or second-generation Americans, with 
parents from blue collar or lower-level 
white collar occupations. There are 
distinct cliques of youths of Negro, Mexi- 
can, Puerto Rican, Greek, Italian, Lithu- 
anian, Polish, and Ukranian origin enrolled 
in the university. It is heartening to see 
these youths struggling to raise their intel- 
lectual, social, and economic status through 
higher education. 
As the proportion of young people who 
finish high school and go on to college 
Increases, other colleges, too, are admitting 
students from a wider range of social classes. 
sl previous tendency toward a more 
omogeneous group of students from the 
Upper middle class, with parents in profes- 
— pr higher-level business positions, has 
E did This change has been con- 
ET irected by some colleges through 
g more scholarships, financial aid, 
s Egeerdne jobs on campus. Some 
iin ave been deliberately recruiting 
a 5 with high potential from minority 
disadvantaged groups. Promising 
;- ient, in particular, have recently 
E E nert of active recruitment. This 
m een prompted by the heightened 
E sness of civilrights issues among 
ege faculty and administrators. 
MGR ober of students from lower socio- 
um c levels and minority groups is, of 
Sete ina statesupported urban 
ingle er university such as ours. The 
‘ iE ar important reason for this is 
e i The cost of college education 
bs an can be managed by the famil- 
` most of the students from handi- 
Pped and minority groups. Even with 
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scholarship aid or attendance at a low- 
tuition state institution, the cost of a resi- 
dential college for four years or more is 
a heavy burden for the family. 
Additional forces of a social and psycho- 
logic nature sometimes play a part in the 
selection by the student and his family of 
the urban commuter school!? Students 
from underprivileged backgrounds fre- 
quently are less mature, more dependent 
on their families, and less ready to meet 
the adjustment problems of living away 
from home at a residential school.’ Their 
parents tend to be fearful of the changes 
from traditional familial and subcultural 
mores and values that might occur if their 
offspring attend college away from home. 
The commuter school—offering college 
education while living at home in close 
contact and with continued interaction 
with the family—often represents an accept- 
able compromise to student and parents. 
The net result is that in an urban, com- 
muter, public university a population of 
students representing an unusually broad 
range of social classes and ethnic groups is 
available for study. Research can be done 
both on students with psychosocial prob- 
lems who apply for treatment in the mental 
health clinic and on “normal” non-patient 
groups of students. Since nearly all live 
in the Chicago area, their parents can be 
studied directly too. Such studies are being 
planned. 
Postulates for Investigation 
some of the hypotheses 
tigated in these studies. 
We anticipate that the epidemiologic 
survey portion of our research may show 
that the frequency and severity of psycho- 
logic problems in students in this univer- 
uter school) are higher 


sity (an urban comm 


than those in published surveys of students 


in residential universities. : 
The research can be designed to examine 
t impairment of aca- 


A 


Let us set forth 
that can be inves 


the proposition thal 


402 


demic performance (grades) and successful 
progres toward a diploma may be posi- 
tively related to factors in three areas: 


I. Sociocultural-familial background: 

1, Low family income. 

2. Low educational level of family. 

3. Low occupational status and voca- 
tional training of head of family or family 
provider. 

4. Prolonged residence in an urban un- 
derprivileged area (slum) or in a sociocul- 
turally and educationally deprived non- 
urban area. 

5. Environmental instability due to fre- 
quent change of residence and school dis- 
tricts. 

6. Low family socioeconomic status (this 
is a combination of family income, posses- 
sion of property, area of residence, parental 
occupation, and parents’ education). 

7. Broken homes (one or both parents 
absent due to separation, divorce, death, or 
other causes). 

8. Membership in a deprived minority 
group such as Negro, Puerto Rican, Ap- 
palachian, Oriental. 

9. First- or second-generation immigrant 
status. 


It is not expected that each of the specific 
sociocultural-familial background variables 
here enumerated will necessarily show a 
definite or significant correlation with the 
very complex process of academic achieve- 
ment; but a combination of these factors, 
as expressed in socioeconomic status or 
cumulative influences of several of the 
enumerated factors, is expected to be found 
to be related to academic performance. 


II. Parental attitudes: 

l. Relative lack of aspirations on the 
part of one or both parents for their off- 
spring to achieve higher educational and 
career goals, 

2. Insufficient understanding in one or 
both parents of the demands of higher 
education on the student. 
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3. Inadequate parental support and pro- 
vision for the needs of the student: finan- 
cial, living arrangements, emotional. 

4. Resistance of parents to the student's 
strivings for independence and individual- 
ity as expressed in excessive parental con- 
trol of the student's activities, social con- 
tacts, time schedules, and finances. 

5. Parental efforts to impose their choice 
of curriculum and career on the student 
contrary to his own choice. 

6. Impairment in psychologic function- 
ing of one or both parents (marked psycho- 
pathology) which has an adverse effect on 
the student. 


Ill. Individual psychologic functioning: 

Two sets of hypotheses with regard to 
the student's psychologic functioning can 
be formulated: 

There is a positive relationship between 
psychologic functioning on admission to 
collge and academic performance and 
progress toward graduation over the four- 
year period (if academic aptitude, as meas- 
ured by college entrance scores and rank in 
high school class, is constant). : 

There is a direct relationship between 
changes in psychologic functioning, as de- 
termined by yearly re-evaluation, and 
changes in the degree of success in academic 
performance and progress toward a degree. 

Some aspects of psychologic functioning 
that might be related to academic perform: - 
ance are: (1) degree of motivation for ach — 
demic studies and pursuit of higher educa- 
tion; (2) unresolved intrapsychic conflicts, 
pertaining to parents and authority figures 
(dependency and hostility), peer relation- 
ships (co-operation and competition), dat - 
ing and psychosexual functioning (inti- 
macy and separation), and self-concept (€80 
identity). 

A summarizing hypothesis may be added 
at this point: The greater the number and 
degree of the adverse sociocultural, pa- 
rental, and individual factors in the Cas 
of any particular student, the more likely 


$ 
* Adaptation of college students 
id 


it is that there will be impairment of aca- 
demic performance and progress toward 
graduation. In other words, these variables 
are probably cumulative (though to a cer- 
tain extent overlapping) and, by their com- 
bined impact, may considerably impair 
performance. Favorable conditions in each 
of these areas may enhance academic per- 
formance. The various balances of the 
forces in the three areas (sociocultural- 
familial background, parental attitudes, 
and individual psychologic functioning) 
that may foster successful academic per- 
formance and those that tend to produce 
impairment can be delineated. Each of 
these areas is viewed as at least theoretically 
amenable to methods of social and com- 
munity psychiatry; and, with advancing 
knowledge of the influences they exert on 
student performance, practical planning in 
these areas may be expected to yield even- 
tual results. 

Some of the factors are particularly likely 
to contribute to academic failure—factors 
that combine to create discontinuity be- 
tween the family and cultural background 
of the student, on the one hand, and his 
college experience and anticipation of his 
future role as a college-educated profes- 
sional or business executive, on the other 
hand, Srole and his colleagues, in the Mid- 
town Manhattan study,!° emphasize role 
discontinuity as one of the major phenom- 
€na conducive to emotional disturbance. 

The above hypotheses are concerned with 
the variables of psychologic functioning 
and academic performance. Additional hy- 
Potheses have been formulated from our 
eXperience concerning patterns of seeking 
and responding to tutoring, counseling, 
Psychotherapy, or other helping measures. 

"e postulate that, although there may be 

igher rates of impairment in academic 
omine and psychologic functioning 
IR ents with the “sociocultural stress 
i listed above, paradoxically these 

nts may be less prone to seek or to re- 
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spond favorably to help, unless special pro- 
grams and techniques are adapted to their 
needs. We suspect that traditional forms 
of counseling and psychotherapy are less 
effective with this group than with students 
who have none or few of these background 
factors. Students who apply to the college 
mental health clinic (or other helping serv- 
ices) tend to come, in disproportionate 
numbers relative to the total student popu- 
lation, from backgrounds of higher family 
income, White race, Northern and Western 
European origin, non-firstgeneration col- 
lege-goers, and suburban or outer city resi- 
dence. These students persist in, and ben- 
efit from, individual psychotherapy more 
than students from socioculturally “handi- 
capped" backgrounds. 

Thus, we postulate that, similar to the 
population as a whole, our students from 
the groups most vulnerable to mental prob- 
lems or with highest rates of impairment 
will be least helped by the traditional 
methods used. by help-giving personnel. 

The college experience itself may tend to 
even out the differences in rates of psycho- 
logic impairment and help-seeking—that is, 
upper-division and graduate students may 
show less difference according to sociocul- 
tural characteristics in their rates of im- 
pairment and their help-seeking behavior. 
We anticipate that, by the upper-division 
or graduate years, a majority of those suf- 
fering from marked degrees of “sociocul- 
tural stress” will have been eliminated 
(unless special methods of education and 
help-giving enable them to survive). Those 
who succeed and progress toward matura- 
tion, greater self-understanding, and flexi- 
bility, due partly to the impact of higher 
education, will have become more like the 
non-minoritygroup students. — . 

One further premise: Clinical studies 
have shown that students with a high index 
of sociocultural background handicaps fre- 
quently seek college eduction with little 
support from their family. Parents in this 
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group often have very mixed feelings about 
college and the future career aspirations of 
their offspring. These students show more 
of a trend toward rebelling against parental 
expectations, or at least expressing some 
individuality and autonomy, in contrast to 
the group with a low index of background 
handicaps. In fact, we suspect that, among 
those with a high index of sociocultural 
handicaps, there will be a positive correla- 
tion between academic and psychosocial 
success in college and differentiation from 
their parents. The student from this type 
of background who has little determination 
to achieve autonomy from his parents and 
background will be more likely to flunk out 
or drop out. 

Although the rebellion of the minority- 
group student may enhance his drive for 
college success, it is not without considera- 
ble cost to his psychological economy. 
Sommers !* pointed out that the millions of 
Americans who are in contact with two 
cultures and/or two races that greatly dif- 
fer, are particularly prone to severe identity 
disorders. Low self-esteem, defensive pre- 
occupation with status, angry revolt against 
parents and subculture, followed by guilt 
and identity confusion—this complex is 
found in many of our minority-group stu- 
dents. 


Research to Facilitate Education for 
Handicapped Minorities 

We see a need for educators and help- 
giving personnel in universities such as ours 
to devise classroom and out-of-classroom 
approaches suitable for students with so- 
ciocultural handicaps. Fortunately, a fac- 
ulty conference at this university recently 
highlighted this problem and produced an 
atmosphere favorable to such innovations. 

A paper 17 prepared for this conference 
forcefully states the problem: “Higher edu- 
cation is increasingly essential. . . . A sig- 
nificant segment of the population is pre- 
cluded from . . . opportunities. 
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Educators are coming to recognize that the 
problems of the disadvantaged will require 
special action. Poverty, racial injustice, 
cultural isolation, and the consequences of 
deprivation blunt the sharpness of our best 
intents and challenge us to new efforts." 

The aim should be not simply the adjust- 
ment of the minority-group student to the 
institution, but some accommodation of 
the institution to the special academic and 
personality features of the handicapped 
student. Some of these youths may have 
hidden assets that may be turned to advan- 
tage by creative teachers and therapists. 
For example, their urban melting pot back- 
ground has provided some with a wealth 
of practical laboratory understanding of 
city people and problems. Some able fu- 
ture mentalhealth and socialservice per- 
sonnel, teachers, and city government spe 
cialists may come from such students. The 
hardships and deprivations they personally 
have undergone can spur these young men 
and women to work for the improvement 
of our problem-ridden cities and their 
polyglot peoples. 

If our public urban universities are fo 
meet their obligation to provide higher ed- 
ucation for the masses, they must conduct 
research and experiments on approaches 
suitable for these students. Such research 
lies in the overlapping and mutually €n- 
riching areas of the behavioral sciences and 
education. 

American colleges lose half their s er 
in the four years after matriculation. 
Some authorities 2°22 have estimated that 
over half of the college dropouts are due 
to psychosocial rather than strictly aca- 
demic difficulties. It is probable that this 
is even more true of college students from 
minority and underprivileged backgrounds: 

Here is an excellent vantage point 
which to exert some influence on the ur 
ture prospects of disadvantaged groups a 
in college mental health and educa 
work with a population of upwardly ™ 


tudents 
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bile students who are highly vulnerable to 
problems that (without preventive or thera- 
peutic intervention) disrupt their progress 
and discourage their aspirations. Funken- 
stein 23 recently stated: “The contributions 
which a college psychiatric service can make 
to a college are too little known by college 
administrators, faculty members, and stu- 
dents. Such services need to be expanded.” 
This need is particularly evident in the non- 
residential city colleges attended by less- 
advantaged but striving young people. 
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workers, reflected clearly in the report of 
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and Health, is that approaches which go 
beyond traditional methods hold the only 
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with the population growth.^ Many who 
have been sensitive to this state of affairs 
have been casting about for alternatives to 
the exclusive use of highly trained profes 
sionals for work in mental health. 

Prominent among those who have turned 
in such a direction are Rioch and co-work- 
ers, who have demonstrated that intelli- 
gent housewives can be trained to do psy- 
chotherapy effectively. Their original D 
gram, though fascinating in implica 
was limited to particularly bright, We 
educated women, whose training was rela- 
tively intensive—i.e., nearly full time fora 
two-year period. 

tuas tors in this direction have been 
undertaken on a more focused and m 
limited basis, with somewhat less-select ui 
professional target groups. For ou 
Sanders® and his colleagues have tra E 
subprofessionals in a relatively short En 
to be extremely useful in a state hosp. 1 
milieu therapy program. Several 2 


programs are currently being devel- 
that utilize the subprofessional with 
ying amounts of training in the per- 
mance of a variety of mental-health- 
ted functions.*° 
"This paper is a type of case study of a 
cific program designed to train house- 
to function as mental health aides in 
assroom setting, in an effort to fore- 
the development of serious emotional 
ders in young children. The program 
ia limited one, conducted over a period 
four and a half months. The aim of the 
présent report is to describe its workings 


ctually, there have been a few well- 
ized programs directed toward school- 
en,!°-12 but for the most part these 
'involved the use of mental health pro- 
mals in new roles. One specific pro- 
with features similar to the one to be 
lescribed, has been reported by Donahue 
and Nichtern.^ This program was di- 
X ted toward the very severely emotionally 
usturbed child (ie, schizophrenic and 
b n injured) in the school system, using 
ervices of housewives recruited from 
"school district. These housewives 
ked on a volunteer basis as teachers of 
Il groups of children who were unable 
enefit from routine classroom exercises. 
authors reported considerable success 
ch volunteers in effectively teaching 
problem children and, moreover, in 
B it possible for many of them to re- 
E to regular classes. In the program to 
De described, a similar manpower (more 
ately, womanpower) source was drawn 
m to work in the primary grades of a 
ublic school. 
__~ Was felt that many children begin their 
of schooling on the wrong foot, either 
Muse they cannot conform well to the 
Of the school situation (feeling in- 
ated by such stimuli as authority fig- 
Who are not the familiar parents, or a 
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set of strange peers who exert group pres- 
sures that have never been experienced be- 
fore) or for other reasons. Some of these 
children manage at least a modicum of 
adjustment eventually, whereas others never 
do achieve a comfortable adaptation that 
allows for the realization of their abilities. 
These problems are often painfully obvious 
to the teacher in the elementary grades, 
whose hands are tied by the need to con- 
form to a curriculum and a feeling of re- 
sponsibility for an entire group of chil- 
dren. 

Because such adaptation problems exist, 
progressive school systems have attempted 
to provide highly trained professionals to 
deal with youngsters who are not benefiting 
from their schooling and who may be act- 
ing as a disruptive force in the classroom. 
Nearly always, however, referral to the 
school psychologist or social worker is pri- 
marily for the child with a well-entrenched 
pattern of maladaptive behavior that has 
long been nourished by a familial constel- 
lation and the general demands of the 
school situation. ' 

Hopefully, such difficulties might be 
avoided if attention could be given to in- 
cipient problems before a maladaptive 
process becomes well fixed. Since teachers 
have much to do, which precludes their 
playing a primarily mental-health-oriented 
role in the classroom, it was thought that 
mature, warm, sensitive people, provided 
with relevant and focused training, might 
serve this very useful function, working as 
subprofessionals. It was with this in mind 
that a small group of “pioneers” were re- 
cruited to serve as teacher aides in the 
classrooms of primary-grade teachers. 


Selection of Teacher Aides 


In conceiving this program, the authors 
were not able to specify precisely what such 
aides would spend their time doing. They 
could only state vaguely that the teacher 
aides would be using whatever interper- 
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sonal skills they possessed as warm human 
beings to help children in the classroom 
who needed their help in order to remain 
in the mainstream of class routine. It was 
expected that there would be times when 
such adaptation would not be possible for 
a child and that it might be necessary for 
him and the aide to engage in activities 
that seemed, on the surface, to be ortho- 
gonal to the immediate demands of the 
situation, An example of this might be 
actually leaving the classroom with the child 
when he was not able to profit from the 
immediate experience and was disruptive 
for the group at large. However, even on 
such relatively infrequent occasions, the 
ultimate goal would continue to be that 
of fostering healthy adjustment to the 
school situation. 

As will be noted below, this vague “job 
description” left open many questions for 
both the aides and the teachers, some of 
which were satisfactorily resolved and others 
for which solutions are still being sought. 
It was sufficient for the authors that, at the 
outset and throughout the first year of the 
program, all who were involved in it— 
aides, teachers, school mental health work- 
ers, and school administrators—applauded 
its purposes and accepted the notion that 
some such program was, in principle, de- 
sirable, 

The initial problems faced in starting a 
program were those of recruiting person- 
nel. It was felt that part-time personnel 
might well be drawn from among the vast 
number of good mothers in the community 
who, having reared their children to a point 
of some independence, found themselves 
casting about for worthwhile activities with 
which to occupy themselves. Such women 
are to be found working as volunteers in a 
variety of settings, in which traditionally 
oriented professionals have tended to use 
them for time-consuming and routine func- 
tions, wherever needed, rather than to in- 
corporate them as basic elements into a 
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comprehensive, mental-health-oriented pro- 
gram. 

A small number of such women (six, in 
all) were sought for this pilot program. To 
avoid a massive screening procedure, which 
would result both in a great deal of work 
and in the discouragement of many good 
applicants, the authors chose to circulate 
a “Help Wanted” notice among a small 
group of mental health professionals in 
Rochester, N. Y., primarily among those 
employed by the city school district and 
the University of Rochester. Later, two 
or three clergymen with prominent inter- 
est in mental health were also contacted. 
It was felt that such resource people might 
be able to bring the prospective teacher- 
aide program to the attention of suitable 
candidates from among their friends or ac- 
quaintances and thereby provide a type of 
pre-screening. 

The notice stated that a small group of 
women was to be trained in connection 
with a newly instituted program for the 
early detection and prevention of emo- 
tional disorders in primary-grade school- 
children. Duties were sketchily described 
as serving as the “extra pair of hands" that 
any good teacher might like to have in 
order to provide the hyperactive, with 
drawn, periodically upset, or underachiev- 
ing child with the extra attention he might 
need to become more stable and better 
adjusted. It was indicated that each vol 
unteer would be required to work half a 
school day, each day of the week, and that 
for this the modest sum of $25 per week 
could be provided. The attributes of the 
women being sought were described as fol- 
lows: 


The type of women we would like to Jem 
should possess a personal warmth and liking i 
children, in connection with which the pu 
of having successfully reared children of their o 
would seem to be an important prerequisite. i 
addition, flexibility, a genuine commitment ey 
type of work we describe, a life situation W d 
would permit her to devote the necessary time 
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the project and an interest in the school situation 
would also seem important. Hopefully, the person 
would herself be relatively free of major personal 
problems, These attributes would be valued above 
formal education. 


This method of soliciting volunteers 
turned up a number of excellent candi- 
dates, 11 of whom were interviewed. In 
addition, when the "Help Wanted" an- 
nouncement was later inadvertently printed 
in a church newsletter, many interested 
women responded, which suggested that 
such a program might be feasible, from the 
manpower viewpoint, on a much broader 
basis than was presently being attempted. 

Those who were interviewed were first 
seen by a team consisting of one of the two 
program psychologists and an advanced 
graduate student in clinical psychology. 
Though largely unstructured, these approx- 
imately one-hour interviews were guided 
by the need to elicit the information and 
impressions that would allow the inter- 
viewers to rate each applicant on a series 
of 21 seven-point scales, one cluster of which 
described personal and social attributes and 
the other, intellective and orientation fac- 
tors. In addition, there were three scales 
9n which global impressions of anxiety 
level, personal liking for the applicant, and 
à prediction of the applicant's likely suc- 
cess in the teacheraide role were made. 
Fach interviewer was also required to list 
what he regarded as assets and limitations 
9f the candidate. 

Applicants were asked to fill out a per- 
Sonal history form describing themselves, 
their Spouse, and their children in terms of 
Such variables as age, education, and em- 
Ployment history. Several items were also 
Induded in this form regarding the appli- 
cant’s interests, hobbies, skills, group affilia- 
ud health, and personal goals in life. 

nally, applicants were required to answer 
eg about their motivation for ap- 
TS What they hoped to get out of the 
th Sram, and what assets and liabilities 

ey felt they brought to it. 
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The rating scales and history form were 
thought to be useful in providing some 
structure for the interviews and for ac 
quainting project staff with the back- 
grounds of the aides. Furthermore, it was 
intended that, once a large enough sample 
of aides had been trained and placed in 
schools, it might be possible to use the in- 
formation contained in these instruments to 
develop criteria relating to successful func- 
tioning in the teacher-aide role. This has 
not yet been attempted because only six 
aides were trained in the first program 
year. 

Following their session with the initial 
interviewing team, those applicants thought 
to be most suitable for the program were 
interviewed once more in the school where 
assignments were to be made, by the psy- 
chologist (i.e. the project psychologist) in 
charge of the basic early detection and pre- 
vention program into which the teacher- 
aide project was to be incorporated.’ 15 
When there was concurrence in the choice 
of an applicant by the interview team and 
the project psychologist, the applicant was 
accepted for the program. 

The six women selected ranged from 26 
to 58 years in age. None held a college 
degree, but three had some college training. 
One had not even completed high school. 
All were mothers who seemed to have been 
successful in rearing their own children, 
and none seemed to possess any strong need 
to supplant the teacher in her role as an 
imparter of knowledge. On the contrary, 
their interest in the program seemed to 
stem from a genuine desire to serve the 
emotional needs of children. 


The Training Program 


A five-week training program was de- 
signed to provide some background in rel- 
evant psychological theory, an appreciation 
of a few very basic concepts such as psychic 
determinism and the importance of early 
experience in personality development, and 


410 


an opportunity to ease gradually into the 
classroom situation. Fundamentally, the 
authors were banking heavily on the per- 
sonal qualities of the aides as their most 
potent resources. The training program 
was primarily intended to provide the emo- 
tional and intellectual support to assuage 
any feeling that they were being tossed into 
an arena in which they had no weapons on 
which to rely. 

Specifically, the first week of the training 
program included the presentation of a 
two-and-a-half-hour session on the mental 
hygiene movement and another spelling 
out the history of the project in which they 
were to be working. A series of six two- 
and-a-half-hour sessions spread over the first 
four weeks of the program were devoted to 
material on personality development, be- 
havioral disorders, and child-parent rela- 
tionships. The only other such didactic 
sessions involved one meeting each on an 
orientation to the schools and on the ele- 
ments of teaching methods, both of which 
were conducted by the project mental- 
health team and the principal, with the 
goal of providing a better understanding of 
classroom routine and the teacher's role. 
In all such sessions, materials were pre- 
sented in a relatively informal, discussion- 
oriented, issue-centered context directed 
primarily toward activating a. particular 
way of thinking. 

A second major component of the train- 
ing program was clinical materials and case 
discussion. This was introduced during the 
second week of training with the use of a 
film entitled “Unconscious Motivation.” 
During the third training week another 
film, “The Quiet One,” was used in one 
session, and a morning was spent by the 
aides simply observing children in several 
different classrooms. Both films and ob- 
servation sessions were followed by discus- 
sions of what was observed and how this 
might be understood psychologically. Dur- 


ing the final two weeks of training, 
were three more classroom-observatioi 
sions and a session during which ; 
problems manifested by  schoolc 1 
were presented by the project psycho 
and social worker and discussed by the 
and a child psychiatrist, who served. 
itially as clinical consultant to the pro 
and later as a resource person for thea 
In the very last week, the aides were 
ally assigned to classrooms and were 
couraged to participate in the program 
was going on. Each session was folloj 
by a meeting with the project mental hea 
team at which the aides' experiences 
discussed. E 


the aides were being selected and traii 
the six primary-grade teachers in the 
perimental school met twice with the 
program psychologists, the project mi 
health team, the principal and th 
sulting psychiatrist. The proposed | 
gram and its background were descri 

them, and they were invited to volunt 
to accept aides in their classrooms, 4 
expressed willingness to be part of the 
gram, and this determined the number 
aides to be recruited. As the time f 
actual implementation of the program 
proached, a meeting was held wi 3 
teachers to discuss the kinds of role ¢ 
that might arise between aide and 
who would both be “cooking in the 
kitchen." The teachers were encour 
to maintain their role as the perso 
charge of the classroom and to define d 
the limits within which the aide 
erate. It was pointed out that such hm 
might well vary from one teacher. 
other and that a certain amount ©) 
trariness in such matters was thou) 
program personnel, to be quite 
This was more readily accepted 
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ally than emotionally, as will be seen below 
when impressions about actual program 
operation are presented. 

After the aides had been trained and 
placed in classrooms, they functioned inde- 
pendently, but were aware that they could 
turn at any time to the project psychologist 
and social worker for advice or supervision 
on any aspect of their functioning. In ad- 
dition, regular weekly meetings were held 
for all the aides with the project mental- 
health team, and many of these included 
the consulting psychiatrist. "The sessions 
involved discussions of specific interactions 
between the aides and the children and, 
inevitably, between the aides and the teach- 
ers to whom they were assigned. Similar 
meetings were held during the course of 
the program with the teachers, but on a 
less regular basis. A few meetings at the 
time the program was terminating for the 
year brought forth considerable comment 
from the teachers as a group and high- 
lighted some of the important tactical er- 
tors in the design and functioning of the 
program. 

Quite predictably, the first sessions with 
aides and teachers were devoted largely to 
the problems of working out role relation- 
ships. The teachers’ concerns in this area 
Were reflected in such complaints as: “Chil- 
dren are taking advantage of the aide’s 
being in the room,” “Some aides seem to 
feel they should function as teachers,” and 
“Nobody knows what the aides are to do 
ìn the room.” In addition, some teachers 
“pressed concern that they might hurt the 
feelings of their aide by being critical of 
her activities with children during the 
dass period. This latter problem was com- 
Pounded by the fact that the aide was in 
Virtually every case older than the teacher 
kis Whom she was working. In addition, 
Cur of the six teachers in this particular 
um were teaching for the first time 
i Were facing all of the adjustment prob- 

5 related to their newness on the job. 
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The turnover rate among elementary 
school teachers being what it is, this prob- 
lem is probably not so unique to the pres- 
ent program as it might seem at first blush, 
Finally, teachers complained that they sim- 
ply felt under pressure with another adult 
in the room so that they couldn’t relax 
and be themselves. One remedy suggested 
by a teacher, which should have been rec- 
ognized as indicative of a trend perceived 
clearly only later, was that the aides work 
only during afternoons, after formal in- 
struction was concluded during the morn- 
ing. This reflected the view that the pre- 
ventive and educational programs were 
somehow inimical. 

For their part, the aides complained that 
the teachers seemed to want them to relate 
to children only around schoolwork, and 
they felt that this hampered them in deal- 
ing with the children on a "feeling" level. 
The aides also reported that "some teach- 
ers" were arranging for “free time," such 
as during an art period, in which aides 
were permitted to become involved with 
all the children—an example of the trend 
toward separating the functions of teacher 
and aide. In addition, the aides began to 
grapple with the inevitable problem. of 
controlling their relationships with chil- 
dren who made excessive demands on their 
attention and to probe the general limits of 
their roles with the children, 

In a second meeting with the project 
team and the consulting psychiatrist, the 
teachers seemed still to be struggling with 
the question of just how the aide should 
function. They rejected the idea that aides 
might best serve as tutors around school 
subject matter and expressed preference for 
their providing the child with “enriching” 
experiences by bringing in magazines and 
other materials not ordinarily provided by 
the school. Note again the trend toward 
moving the aide further from the typical 
goals of the educational enterprise. In this 
meeting, as in the limited number of 
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teacher meetings that followed, until the 
short series of final evaluation meetings 
were held, the teachers seemed relatively 
reticent and inactive. It should be noted, 
however, that in informal individual meet- 
ings with the project team the teachers 
hinted at some underlying dissatisfactions 
with aspects of the teacher-aide program. 
In their second meeting, as in most of 
those which followed, the aides were quite 
active in focusing on relationships with 
specific children. In this they seemed par- 
ticularly concerned with the question of 
how they might be more effective in help- 
ing children whose needs they could recog- 
nize. They appeared to minimize the value 
of what they were already doing and to 
set unrealistically high standards for them- 
selves. Many of these feelings resembled 
those of the fledgling therapist whose en- 
thusiasm and confidence are dampened by 
the shock of the reality that the task of 
intervening in the emotional lives of others 
is laden with obstacles that cannot be over- 
come by good will alone. The remaining 
aide meetings followed a similar course. 
In a check of their activities after the 
program had been in operation approxi- 
mately two months, it was found that, al- 
though the aides were charged with the 
responsibility of looking after the needs 
of all the children, they were, in fact, 
spending the largest portion of their time 
with relatively few. In most cases, these 
were children who had been identified ear- 
lier by teachers and the project team as 
particularly maladjusted youngsters. In 
addition to helping children at their desks 
with schoolwork, aides were spending a 
large portion of their time at the back of 
the room with individuals or very small 
groups, simply chatting with them, reading 
to them, playing games, or working on 
classroom material. Similar activities en- 
sued when the aides occasionally took a 
child out of the room to a vacant room, or 
for walks. On occasions when the teacher 
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was called out of the room, the aide took | 
charge of the class, generally reading to the” 


group. 


Evaluation and Directions for 
Future Work 


No formal evaluation of this program 
was anticipated in such a short period of 
operation, but informal assessments from 
a variety of sources seemed desirable and 
even necessary for charting its future course, 
Accordingly, the project team and the con- 
sulting psychiatrist, the school principal, 
the aides, and the teachers involved in the 
program were all solicited for impressions. 
In general, the project team and consulting 
psychiatrist were impressed by what the 
aides were able to accomplish with specific 
children. They felt that the teachers had 
not been as active in communicating their 
feelings about the program as they might 
have been, or even would have to be if op- 
timal relations were to develop, but gener 
ally agreed that the program showed prom- 
ise and merited continuation. The school 
principal, who had been enthusiastically 
supportive of the aims of the program and 
the form it was taking, felt that it should 
be continued. He saw positive changes 
in some needy children although it was not 
always easy to attribute these directly to 
the aides because other efforts were being 
made in conjunction with this program to 
promote better adjustment.'® 

It was during a final series of three eval: 
uative meetings with the teachers that their 
own strong feelings about the program 
found voice. The teachers continued to 
applaud the goals of the program, but ob- 
jected quite strenuously to the form ii 
which it was cast. Specifically, they felt 
that the aide's presence in the room was 10 
disruptive and, when asked to epe 
spoke heatedly about the way in which br 
role assumed by many aides undermine 
the teachers’ own relationships with P 
pupils. As one teacher put it, “I had t 
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feeling that she was the 'good mother' and 
‘that I was the ogre.” Teachers saw them- 
selves as responsible for teaching a curricu- 
lum and setting the acceptable limits of the 
dassroom situation, while the aides, un- 
fettered by such responsibilities, were cap- 


. turing the open affection of the children. 


Some children were seen to be especially 
drawn to aides for attention so that their 
focus on schoolwork was disrupted. In 
cases in which children had clearly demon- 


_ strated improved adjustment, teachers at- 


tributed this to favorable changes in exter- 
nal circumstances or to a concurrent 
after-school activity program !9 rather than 
to the efforts of aides. Their reactions were 
so negative on these counts that they in- 
sisted that the program could not work 
With the aide present in the room. "Their 
strong suggestion was that aides be made 
available outside the room to deal with 
children who needed individual attention. 
Taking advantage of the wisdom hind- 
Sight affords, we can distinguish several in- 
adequacies in the program as originally 
conceived. Perhaps its most basic weakness 
Was a format that brought aides as a group 
and teachers as another but separate group 
together with resource and supervisory peo- 
ple. This tended to enhance the forma- 
tion of allegiances to one's own work group, 
to underline relationship difficulties be- 
tween aide and teacher, and, most impor- 
tant, to lose sight of the important goal of 
the relationship—the troubled child. 

In retrospect, it would seem that a far 
NE une approach would be always 
OR single teacher together with a 
ph E. € over a child or children regard- 
Sura om both share certain. objectives. 
dur b approach would minimize concern 
itis a that are inevitable when role 
DN bel are still to be worked out and 
erly belg us attention where it most prop- 
all tee on the troubled child, who, 
d B i ten needs more help than a 

T can provide him. 
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Another major failing, closely related to 
the problem just discussed, was that too 
little time was spent preparing teachers for 
the program. The aides were provided 
with a five-week training period, however 
brief and superficial, which apparently 
served the intended purpose of giving them 
a feeling of security about what was to 
come. ‘The teachers, on the other hand, 
knew about the training the aides were re- 
ceiving but received none themselves. This 
undoubtedly promoted a strong “out- 
group” feeling among the teachers and. a 
certain amount of antipathy toward project 
personnel, who were perhaps viewed as 
having somewhat neglected them even 
though they looked for their co-operation in 
taking on the extra challenges demanded 
by the program. 

Parenthetically, it might be added that 
part of the preparation of teachers for the 
program should have been provided before 
the teachers were even invited to partici- 
pate. The fact that all six of the elemen- 
tary-grade teachers in this program volun- 
teered to accept aides without much ques- 
tioning probably reflected a response based 
more on various group pressures than on a 
well-reasoned decision made after a clear 
understanding of all relevant details. This 
feeling of being somehow unable to resist 
being drawn into a program that compli- 
cates their already difficult task bids fair to 
set a negative tone to the participation of 
teachers. 

Training for teachers might have pro- 
ceeded along lines similar to those that 
characterized the program for the aides. 
In addition, it might have been very useful 
to introduce case material in the form of 
records of children of advanced grades in 
the school who had needed an abundance 
of attention from mental health clinical 
services. (These often display graphically 
how the child's difficulties were manifest 
while he was still in the early grades.) Dis- 
cussions could profitably be oriented around 
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the question of what early interventions 
might have been beneficial to such chil- 
dren. 

Finally participating teachers should 
probably have also been rewarded in some 
material way for having taken part in the 
program. This might most realistically 
have taken the form of some sort of credit 
for in-service training. Their participation 
in the program might thus have been 
granted an element of status which it 
seemed to lack and to which the teachers 
were probably also reacting. 

Despite these specific reservations about 
the program in operation, the teachers nev- 
ertheless felt that its aims were highly de- 
sirable, and that some variant accommodat- 
ing specific criticisms merited further trial. 

Future plans for the teacher-aide pro- 
gram call for the institution of all of the 
modifications described as being necessary 
to the success of such a program. In addi- 
tion, the practice of basing the aide directly 
in the classroom has been eliminated, in 
keeping with the strong wishes of partici- 
pating teachers. In the future operation 
of the program, the aides will be based in 
some central location within the school and 
will be available to work with children who 
are referred to them by teachers. Perhaps 
a single aide will work with two teachers, 
permitting her to become familiar with the 
children in two specific classes. It is antici- 
pated that at times a child will be referred 
who has already developed a relationship 
with an aide who happens to be off duty at 
that particular time. In such cases, the 
child will be seen by an aide who is on 
duty and, if necessary, can return the next 
day to see the aide with whom he is famil- 
iar. Care has been taken to attempt to plan 
the details of the program with the teachers 
themselves, who have been encouraged to 
spell out the ways they would be able to 
use such a resource. 

It should be added that, despite the so- 
bering experience of the first few months of 
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this program and the recognized need to 
make adjustments in our particular setting, 
those connected with the project continue 
to feel that the underlying concept and 
assumptions of the teacheraide program 
have merit. The experience of this pilot 
program has been valuable in highlighting 
the pitfalls that inevitably arise in the in- 
stitution of such a new program. Hope 
fully, future reports will reflect how this 
experience has led to workable revisions of 
a program that is making an impact on 
children who are embarking shakily on 
their school experience. 
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I SAW THE WOMAN LEAVE THE REAL 


I saw an awesome sight today. 
I heard the shrill cries last night 
And this morning I saw the woman 


Leave the real. 


I heard the banging on my neighbor's door 


And then I saw the woman. 


Her hair stood out from its roots 
As if in some unknown protest. 
Her robe ballooned from her body 
And outlined her bare feet. 

Her shouts brought me to the door. 


I saw the two policemen 


Drag her back 


To the well-shrubbed house. 


I heard her clear plea, "Help me—help me 
My child is dead—this car is dead." 
And I saw the physician pull into the driveway. 


I grabbed my child from the street. íj 
I heard him ask, “Is her child really dead? 
And I heard myself reply, "No, Dear, but she be- 


lieves he's dead." 


And I heard my child say, “Don’t go there, Mommy. 
I don’t want that to happen to you." 
And later in the afternoon I heard the grandmother 


say, 


“It’s those diet pills she's taking. 

They make her head feel like it's on fire." 
And I saw the grandchild jump with glee 
And shout, “Grandma’s really sleeping over 


tonight!” 


And this evening I heard my child ask, 
"Could this happen to me, Mommy?" 

And I sat on my tree-lined street 

With its well-shrubbed houses 

And I thought, and I wondered, and I feared. 


—SANDRA B. FIELO 


a 


RICHARD A. MACKEY, D.S.W., ADELPHI, MD. 
FERDINAND R. HASSLER, M.D., NEW YORK, N. Y. 


Group consultation with 


Since its founding in 1948, the Mental 
Health Study Center, a community mental 
health facility of the National Institute of 
Mental Health, has provided consultation 
to a number of care-giving groups in Prince 
George’s County, Maryland. These groups 
include the clergy, public welfare workers, 
physicians, pupil personnel workers in the 
county school system, and others. 

One of the first, and presently one of the 
most active, consultation programs has been 
with the Pupil Personnel Department of 
the local public school system. Many 
changes have taken place in that program 
over the years. These changes have some- 
times led to confusion about the precise 
purpose of the relationship between the 
two agencies. On the one hand, it seemed 
that pupil personnel workers often used 
consultation as a pre-referral conference and 
were, in fact, asking for evaluation and/or 
treatment of families whom they discussed 


Dr. Mackey is a psychiatric social worker at the 
Mental Health Study Center, Intramural Research, 
National Institute of Mental Health, Adelphi, Md. 
Dr. Hassler is mental health consultant in psychia- 
try, U. S. Public Health Service, Regional Office, 
New York, N. Y. At the time of this project, he 
was assistant to the director of the Mental Health 
Study Center, National Institute of Mental Health, 
Adelphi, Md. 
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school personne 


with us. On the other hand, the staff of the 
study center seemed to be viewing the rela- 
tionship between the two agencies as a con 
sulting one in which pupil personnel work- 
ers were expected to play the role of, 
consultees and not of referring agents. 

Possibly because of this lack of under- 
standing between the two agencies, pupil 
personnel workers began utilizing the time 
that had been set aside for consultation on 
a diminishing basis. Although adjustments 
were periodically made in the scheduling 
of the program, and despite the fact that 
planning was a mutual effort on the us 
of both agencies, the difficulties mentione 
above continued. They became the c 
of frequent staff conferences at the d 
Health Study Center and, eventually, 
concern of a joint committee made up is 
representatives of both agencies. As p 
sult of these meetings, and of considera 
self-examination by the staff of the puer | 
a new understanding of the problems m 
volved was achieved, which eventually F 
vised the approach to working with all i 
giving agents ! and led to the deed 
of working relationships more in keep 
with their needs and expectations. 

This paper deals with one of diee 
proaches, a consultation program ce 


s 


Group consultation with school personnel 


out through the use of a discussion group 
with seven pupil personnel workers. 


Development of the Consultation 
Relationship 


Two staff members from the study center, 
representing different disciplines, had in 
recent years worked as a team in providing 
consultation on an individual basis to 
about six pupil personnel workers. In the 
fall of 1963, the writers * were assigned as 
consultants to a group of seven pupil per- 
sonnel workers. Unlike in previous years, 
they decided at the beginning of the school 
year to meet with the workers as a group to 
formulate plans for the coming year. The 
consultants were concerned because the 
Workers had not used the time available 
during the previous year, so they decided to 
attempt a new approach. They thought 
that it might be productive to consult with 


_ the pupil personnel workers as a group in 


the time available, one afternoon each 


| month. The focus would be on practical 


aspects in case management. 

The consultants emphasized that the 
workers were the experts in determining 
the educational needs of their clients and 
the resources of the school for meeting these 
Needs, Decisions regarding these issues were 
the Tesponsibility of the pupil personnel 
Worker, and the consultants tried to make 
ìt dear that this should remain so. It was 
further clarified that the consultants viewed 
the Management of each case as a responsi- 


- bility of the pupil personnel worker and 


E within the school system. Decision- 
ame at this level was not an area in 
his En the consultants could take responsi- 
lity, However, they shared with the 
on their idea that they, as mental health 
en could contribute to an understand- 
ur a the psychosocial factors motivating 

savior of various persons within the 
y or school with whom the pupil per- 


D 
ri Writers will henceforth be referred to as the 
sultans, 
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sonnel workers had to relate on a profes- 
sional basis. They made explicit their 
opinion that the group approach not only 
would provide a supportive atmosphere in 
which the workers could communicate with 
one another as well as with the consultants 
about their problems of case management, 
but also a means of sharing their knowledge 
and skills with one another. This kind of 
small group learning had not been available 
on a systematic basis to these workers up to 
that point. 

When the idea was presented to the 
group, it was clearly stated that their deci- 
sion to make use of the consultants in this 
new way was not contingent on whether or 
not the consultants would be available to 
them for traditional consultation. If the 
group decided not to accept the group 
approach, the consultants would be avail- 
able to the workers for one afternoon a 
month for individual conferences, 

After the suggestion was presented to the 
group, there was much discussion about it, 
characterized by free exchange of ideas and 
an exploration of its advantages and dis- 
advantages. Toward the end of the meet- 
ing, the workers decided to try the new ap- 
proach for the coming year. The workers 
would take responsibility for arranging 
the monthly meetings, which the group 
decided would be held in various schools 
rather than at the study center, It was 
decided that there would be no elaborate 
preparation, of case material beforehand, 
but that there would be an informal dis- 
cussion of the cases each worker wished to 
present to the group. The responsibility 
for deciding how the time would be used by 
each worker was to be left to the group. 

During the initial meeting, an attempt 
was made, at the initiative of the consul- 
tants, to separate cases the workers wanted 
to refer to a mental health resource for di- 
rect services from those in which they 
wanted consultation on management. This 
was accomplished by suggesting that, in the 
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cases in which a worker felt that a psychia- 
tric evaluation was clearly indicated, he 
could contact directly one of the consultants 
at the center. The consultant would then 
discuss the situation with the staff member 
administratively responsible for direct clini- 
cal service to determine if an evaluation 
could be arranged. The request would be 
considered on the same basis as any other 
request for direct services from a profes- 
sional person in the community. 

A total of nine group meetings was held. 
Each meeting generally lasted from two to 
three hours. As the program developed it 
was possible to discuss at least two cases 
during each meeting, and after the first one 
it was possible to follow up cases that had 
been presented at previous meetings. Most 
of the workers participated actively in the 
discussions. Each worker, except one, pre- 
sented at least one case during the year, and 
most presented two or more. Later, as the 
value of using the group for consultation 
became more accepted, it was necessary for 
the group to set priorities, for not every 
one who wished to discuss a case was able 
to do so in the allotted time. 


"Themes of Group Consultation 


The meetings were used as a vehicle for 
considering service plans for families who 
were known to each worker and who would 
need more specialized kinds of help, either 
in the school system or from community 
resources. After an uneasy beginning (typi- 
cal for all kinds of new groups), the meet- 
ings were characterized by a relaxed atmos- 
phere, in which the group members soon 
became concerned and interested in the 
work of one another. The workers seemed 
gradually to find that others did care and 
could help, This kind of involvement led 
to a truly supportive climate in which the 
group members could trust each other and 
feel comfortable about their presentations, 

It is likely that this atmosphere was an 
important reason for the small number of 
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absentees from the meetings. One, but usu : 
ally not more than two workers, mi 1 
absent from a meeting, but would return fe 
the following session. No one was 
for more than two meetings. Another 
pect of the program that the consult 
think is related to the group atmosphere 
the use of the group by some workers 
had never, or seldom, used consultatior 
time in the past. At least two of 
people presented two cases during the 
and took a very active part in the di 
sions of the presentations of other worl 
The consultants viewed this experi 
in the context of a collaboration 
which they tried to contribute to the und 
standing of the pupil personnel work 
they struggled with each case. Although 
consultants related to one case at a 
and seldom discussed issues of a gene 
interest to the group, they made a cona 
effort to draw concepts from the presen 
tions that could be applied to the ¥ 
range of situations that the workers had 10 
face. The consultants tried to invo 
other members of the group by asking 
to relate to the presentation of a war j 
through their own experiences with simi 
situations. An attempt was made to 
tract themes manifest in individual | 
presentations in hope that the impression 
would thereby be avoided that the dynam 
ics of each case were isolated and 
to those of other situations. When t 
workers looked to them for expert advice, | 
the consultants tried to respond by encouti 
aging active participation among the group 
members in exploring the meanings 
havior. The consultants also raised qi 
tions about the alternatives available 10 
the worker in helping a family solve 1t 
problems. c 


Group Interaction 


The consultants pointed out early in 
sessions that this kind of group €x] 


was new not only to the workers, but 
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to them. While acknowledging the natural- 
ness of uneasy feelings about new experi- 
ences, including the presentation of one’s 
cases before a group, the consultants con- 

_ stantly reaffirmed the purpose of the group 
as consultation for more effective case man- 
agement. Although they emphasized the 
importance of being honest and sharing 
opinions with another, they emphasized 
even more strongly the significance of help- 
ing each other to manage case situations 
with more skill and sensitivity. Thus, the 
primary task of the group was clarified 
without ignoring the importance of sec- 
ondary processes. 

As the months passed, increased cohesion 
and identity of the workers with the group 
were noted. “Our group" was an expres- 
sion that was increasingly used in referring 
to the seven workers and two consultants. 
Occasionally, others were included in some 
of the meetings. Some of the “outsiders” 
included school psychologists, teachers, and 
Principals. When these other people were 
included the members tended to be less 
Spontaneous and candid in sharing their 
opinions. 

The consultants later learned from the 
group that the reason for these inhibitions 
Was related to the hesitancy of a professional 
educator to express criticism of another pro- 
fessional educator. Although most group 
members felt critical of the way a teacher 
had handled a child, they were very reticent 
to express themselves openly about the 
cu There was also the issue of loyalty to 
one’s profession, for no one wished to criti- 
"Ue another professional educator in the 
ee of two mental health professionals, 
M 9 in this particular frame of refer- 

a were considered to be the outsiders. 
fiat, was further concern for the confiden- 
fas y of material in a group with outsiders 
deii Since no one seemed to be able to 
dp Hoa much and what kind of informa- 
Mocha ut a family should be shared with 

T$ and principals. At the last meet- 


ing, which served as an evaluation session, 
the members expressed the view that, if the 
program were going to continue the follow- 
ing year, outsiders (i.e., teachers and princi- 
pals) should be included only on a selective 
basis and for specific reasons. Most of the 
workers felt that they were more comforta- 
ble without others present, a point of view 
which was shared by the consultants. 

Although the group discussed 14 cases 
during the year, there were only two situa- 
tions in which a direct request was made for 
psychiatric evaluation at the study center. 
These were family situations in which a 
psychiatric evaluation seemed necessary in 
order to clarify ambiguous problems so that 
the worker could move ahead with plan- 
ning and referral to appropriate community 
resources. In addition, there were three 
cases of an urgent nature in which individ- 
ual workers requested, and obtained, help 
outside the group meetings. 


Conclusions 


The program discussed is one in which 
a group of care-givers could commit them- 
selves to improving their own helping roles. 
Within this context, the consultants found a 
certain cohesion and built-in supportive 
system within this group of care-givers that 
permitted them to make use of the skills 
of the mental health person as a supplement 
to their own abilities. In this process, a 
basic sense of trust among group members 
seemed to be a necessary ingredient for con- 
structive communication, 

The experience suggests that the use of 
groups for consultation with care-giving 
agents has great potential for the mental 
health worker at the community level. It 
also suggests that mental health agents 
should take the initiative more often in 
collaborating with care-giving groups in 
experimental programs. 

The role of the consultants was oriented 
to the generic aspects of psychosocial dy- 
namics, An attempt was made to show a 
meaningful pattern in the information the 
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workers already had concerning a family 
and the human relationships operating 
within it and within the school system. 

"The experience was a most rewarding one 
for the consultants, and the group members 
felt that the program had met a real need. 
As a result of its success, the supervisor of 
Pupil Personnel Services requested that two 
consultation groups be formed during the 
1965-1966 school year. 
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Volunteers as a major asset 


in the treatment program 


The number of hospitalized psychiatric 
patients is so great that there will probably 
never be sufficient professional personnel 
to give each patient adequate individual 
attention, Among the visions for the future 
1$ one of putting professionals into the re- 
pele supervisory role and arranging 
aoaea, ordinary citizens to provide, 
" er such supervision, the personal rela- 
onships needed in the rehabilitation of 
patients. "This seems an especially hopeful 
eo for the future when we consider 
ail ‘at is called “mental illness” nearly 
E poder a breakdown in interper- 
rige ationships as part of a not yet fully 

A stood total condition. 
iy ‘ier each patient with an opportun- 
ia a long-term personal relationship, 
3 nie vi and receptive quality sufficient 
chit L him to experience himself differ- 
Bici as always seemed far beyond our 
diy es. However, if we can plan to 


T 
dx EN are with the Veterans Administra- 
consultant; tal, Downey, Il., where Dr. Gendlin is 
. Raulir MS Kelly, director of voluntary service; 
Chief of inaitis, chief of staff; and Dr. Spaner, 
°F Psychology service. 


people, but also from the vastly greater 
pool of interested lay people, then the prob- 
lem assumes manageable proportions. That 
the general populace might have to be 
drawn into the treatment process has often 
been envisaged and is, after all, not strange. 
Hospitalized psychiatric patients have in 
some sense been rejected and segregated 
by society, and a fully adequate solution 
to their problems will probably involve 
some major move by ordinary people to 
bring these patients back into society. 

In this long-range context, some of the 
volunteers in today’s programs in psychi- 
atric hospitals can be considered a van- 
guard. Volunteers are just such ordinary 

ple from the community who come to 
a hospital to help in the process of rehabili- 
tating patients. But, until recently, volun- 
teers were not expected to make a signifi- 
cant contribution to treatment of patients. 
They were expected to play cards with the 
patients and to make the “climate” a little 
more pleasant, but were encouraged to keep 
their relationships with them on a pur- 
sely superficial level and away from their 
areas of difficulty. 
It is true that, in all hospitals at all times, 
421 
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some volunteers have always related mean- 
ingfully to patients and have played im- 
portant roles in the rehabilitation of some 
patients. But, generally, this has been 
accidental or spontaneous, and seldom inte- 
grated into treatment programs. Only a 
few volunteers have recognized their ac- 
complishments, achieved usually without 
training, supervision, or responsibility on 
the part of the staff. 

A major advantage volunteers have over 
professionals is the very fact that they are 
volunteers. Even with a good deal of train- 
ing and seasoning, the definitive character- 
istics remain: volunteers serve at the hospital 
without financial remuneration, assuming 
temporary, limited responsibility for pa- 
tients while presuming none, not expecting 
themselves to know more than they do, and 
accepting the decisions and judgments of 
staff supervisors. The volunteer is one of 
those rare people who can afford to say, 
and say again, "I don't know." 

This is a report of a program by which 
volunteers were trained and supervised in 
developing meaningful interpersonal rela- 
tionships with patients. "They were en- 
couraged to be helpfully receptive to the 
patients' expressions of their difficulties, It 
was felt that, in this way, volunteers could 
contribute to this most time-consuming 
and individualized aspect of the hospital's 
treatment program. 

Precedents exist for giving training to 
nonprofessionals ! and, in several instances, 
to volunteers?-9 If volunteers are to do 
more than relate superficially to patients, 
they must have some training, (though per- 
haps not a great deal), plus some experience 
with patients and, most important, super- 
vision. Supervision for volunteers has two 
different, quite distinguishable, aspects; and 
distinction between the two made the pres- 
ent project possible. 

One kind of supervision concerns day-to- 
day activities of the volunteer in the wards 

and clinics. In this, the individual volun- 
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teer is in the direct charge of the nurse or 
therapist. Each volunteer is assigned to a 
particular department or "service" and to 
a specific staff member in that department. 
All this is co-ordinated by the director of 
volunteers at the hospital. The super- 
vision involved, which is supplemented by 
an assignment guide or job description, is 
no net drain on the hospital's resources, 
since the effective volunteers more than 
repay the investment of time and effort by 
adding to the total available manpower 
within the given department. 

A second and different kind of super 
vision concerns, solely and specifically, the 
volunteer's interpersonal relationships with 
patients. Because the conventional mode 
of supervision is already provided and in 
operation, this second type requires much 
less time than one would imagine. In the 
project reported here, it involved only two 
and a half hours per month. Yet, in that 
amount of time and within six months, it 
was possible to train volunteers to work 
with patients at a different level, by devel 
oping new attitudes, and teaching specific 
procedures—within the context of personal 
discussions of their problems and their ex- 
periences with patients. 

Initially, six meetings on the general 
topic of interpersonal relationships with 
patients were held at the hospital with the 
consulting psychologist. More than forty 
volunteers were invited to these meetings 
by the director of volunteers. All except 
four had had prior hospital experience, 
and all were serving at least once 4 week 
in various patient-contact assignments 
Most of them were attached to the nursing 
service. Different days of the week were 
selected for different meetings in order to 
make it as easy as possible for volunteers 
to attend at least once during their day 2i 
assignment. The size of each group E 
limited to about a dozen participants. É 

The consulting psychologist gave Som 


informal talks, which were followed by 


"eg 
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discussions. This set the stage for a more 
formal program with a group of self-se- 
lected individuals who, with one exception, 
had attended three or more of the six 
meetings. Thirteen volunteers agreed to 
continue as a "closed" group for six addi- 
tional monthly conferences. In addition to 
participating in discussions, they agreed to 
hand in at each meeting a one-page "proc 
ess note" in which each had written a para- 
graph or so about one "good" and one 
"bad" (ie. troublesome, problematic, dif- 
ficult, or failing) experience they had had 
with a patient during the month. The sub- 
ject matter of these notes was not referred 
to during the meetings unless the volunteer 
herself mentioned it. But it was possible, 
at later meetings, to bring up and discuss 
points relevant to these notes and likely 
to be of general interest. The notes also 
provided the consultant with some indica- 
tion of the level of work and thought. 
Typically, the sessions developed from 
group conversations about one or another 
volunteer's immediate problems with pa- 
tients ("There is a patient, who . . .”) to 
Various possible modes of responding to pa- 
tients, their deepening relationships, and 
Methods for opening avenues for the pa- 
tients’ self-expression. The volunteer’s own 
attitudes, fears, self-criticisms, and expecta- 
Hons were aired. Major emphasis was 
Placed on the honest use of the volunteer’s 
own self and current feelings, both with the 
Patients and in the group settings. 
: The character of this training can best 
Mim eed by reproducing a typical ses- 
^ During a recent national Veterans 
Administration Voluntary Service confer- 
ae the following group session was con- 
ur on a raised platform, before an 
Md oe of approximately three hundred 
Ae pes oo 
Vete al s, officials of national service and 
s ans organizations, and volunteers from 
eral Chicago-area hospitals. This was 
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one of four, separate, 20-minute presenta- 
tions given at this conference by four dif- 
ferent Veterans Administration hospitals. 
The session was unrehearsed, except that 
each volunteer was asked beforehand to 
recall a previously unmentioned problem 
that she could bring up for discussion. The 
transcript * here reproduced is preceded 
by an introduction by the Chief of Staff 
of the Veterans Administration Hospital, 
Downey, Illinois. 


Mental hospitals are changing from custodial 
care to a more active rehabilitation of the patients, 
In this rehabilitation process, volunteers can play 
an important role. There have never been enough 
professional personnel working in the mental hos- 
pitals. 

The greatest need of mentally ill patients in a 
large hospital is to get more individual attention. 
... The patient needs more deep interpersonal 
involvement, not just a superficial social relation- 
ship. At Downey we have a project in which we are 
encouraging a group of volunteers to develop closer 
interpersonal relationships with individual, selected 
patients. We hope that, through these closer inter- 
personal relationships, the individual patient will 
have an opportunity to express his feelings. He will 
be able to compare his own attitudes with the 
healthy attitudes of mature volunteers. He will 
be able to see different ways of behaving, to get 
some common-sense advice from somebody who 
has been able to successfully manage his or her 
own life. 

This role of the volunteer might be uncomfort- 
able at first. Volunteers have been told so many 
times before, “Do not get involved, do not ask 
probing questions.” Sometimes they have been 
afraid that they may harm a patient with what 
they say or do. To enable the volunteer to be more 
comfortable and more effective in this individual 
approach, Downey has been giving training in the 
form of group sessions. Once a month, a group of 
volunteers meets under the guidance of a psychol- 
ogy consultant and discusses problems which they, 
themselves, present. When discussing the problems 
in the group sessions, the volunteer learns how to 


*Tape-recorded and transcribed verbatim, and 
published in "Report of the 1965 Annual Meeting," 
VA Voluntary Service National Advisory Commit- 
tee, Office of the Chief Medical Director, Veterans 
Administration, Washington, D. C, June 1965, 
pp. 20-24. 
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deal with similar problems next time, They are 
learning what to say or not to say, how to draw 
the patient out, how to help him talk about what 
really bothers him, rather than superficial matters, 
how to help him help himself. The volunteer 
works under the supervision of the nursing staff, 

In the next 15 minutes, a group of volunteers 
from Downey will demonstrate to you a very small 
segment of this group training. 


DR. G: We thought we would present the kind of 
meeting that we usually have, just the same way 
as we usually have it so you could hear the sort of 
things we talk about and the sort of things that 
come up. 


MRS. W: Doctor, I have a slight problem. I work 
in a building that has an open and closed ward. 
In our dosed ward, we have one patient who is in 
his thirties and usually sleeps most of the time. 
Recently he has been joining us in a card game, 
and I know he is trying to talk to me because he 
looks directly at me, talks real fast, real low, and 
mumbles, How can I get him to stop and make 
him understand? 


DR. G: I hear you've been waiting a long time for 
this patient to move toward you in some way. 
Now he is doing it, but you can't hear anything 
he is saying? 


MRS. W: That's right. 


DR. G: This patient she is talking about—she has 
waited for some months for him to make some sign 
that he notices her, make any sort of response. 
Now the patient is talking, looking right at her, 
but mumbling so badly and on purpose so as not 
to be audible, 


MRS. W: I asked him to please slow down and 
talk so I could understand him. He looks at me 
and just keeps rattling on and taps me on the 
shoulder and talks some more. 


DR. G: Is he trying to get something across to you? 
From the way you tell the Story, it scems to me this 
patient isn't really wanting you quite to get it. 
He's talking right at you, but he's having difficulty 
making himself understood, is he? Is he feeling 
the trouble of not getting across to you? 


MRS. W: Well, the way I understand it, he is just 
beginning to accept me in the ward and he is 
looking at me, He mumbles. They said he couldn’t 
play cards, In fact, this is the best way I have 
found of communicating with him, By playing 
cards with him, the patient does communicate 
better. In this case he wanted to play cards and 
one of the aides said he couldn't; so he showed 
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him he's one of the best ones there. During the 
game he mumbles to me constantly, pays no at- 
tention, 


DR. G: Do you tell him you wish you knew what 
he was saying? 


MRS, W.: Yes, I do. 


DR. G: Because so often patients will do that 
They will communicate without letting you know 
what they are saying, sometimes by mumbling and 
sometimes with their hand over their mouth, 


MRS. F: Is it important that she knows what he 
is saying? Actually, the idea is that he is aware 
of her being there. 


DR. G: I think it is very important that he knows 
that she wants to know what he is saying, that she 
would really like to know, that she knows that he's 
talking to her, that she doesn’t dodge his eyes when 
he looks right at her. But if you say that you let 
him know that you wish you understood, then I 
don’t think it’s so important if he isn't ready to 
have her hear it. 


MRS. L: I think the attitude of the patient is very 
important because, for a great length of time, he 
didn't speak to you at all, and now he at least 
acknowledges you with the mumbling. 


MRS. H: Doctor, in the corridors and in the can- 
teen, I am frequently asked, Am I a patient? Do 
I answer, “Yes, I am," and keep on going; Or do 
I say, "No, I am not. May I help you?" 


DR. G: Well, from your laughter, I can see that 
this happens to some of the rest of you. e 
say that the question, "Are you a patient?" is an 
opening for a conversation. That's the way Id i 
it. Are you a patient? Are you a social worker! 
Are you a psychologist?—any number of S 
things like that are openers for conversari 
feeling about it is to always answer openers hon e 
and then go ahead and make the conversatii 
which is being invited. 


MRS. O: I would like to ask about the patient n 
doesn't talk at all. It has something to do wi 
what Mrs. L talked about. We've discussed it, in 
I've tried the method that we have discussed; En 
I'm not getting to first base. I sit next to him a 
I tell him that I would like to know Ws ih 
thinking, It's all right that he doesn't talk, but 
am interested and I would come and see him dar 
and sit next to him. But it seems like maybe n) 
might be something more that I can do oF 9? 
thing that I'm not doing that would help. 


ts 
DR. G: (To audience): You can get from wi 
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just been said that we've discussed this before. 
(To Mrs. O) Now that some of your feelings are 
building up, the ones that you've just expressed 
to us, you can also express to the patient and say, 
“Gee, I've been here a long time and I haven't 
heard anything from you. I guess it’s all right if 
you don’t say anything, but I am really getting 
bothered. Maybe, you know, I'm not helping you 
at all, I just really would wish you'd say some- 
thing,"—which is much stronger because it builds 
up over a period of time that you have come. 


MRS. O: I find that he is following me with his 
eye. He watches me now around the room but 
he still won't come to me and he will not speak 
to me. 


DR. G: Yes, and you can recognize that. Do you 
look back and recognize that? I mean are you able 
to get across to him that you know? 


MRS. O: I believe I do. 


DR. G: Well, then of course you're moving, so my 
feeling about that is, express your impatience but 
don't get too impatient, because you are moving. 
If he now knows you via eyes, you have a relation- 
ship with him, you have a conversation with him. 
It's much more important to have contact than 
What we say or do—it doesn't matter that much. 
So you've already got a conversation every time 
You come but it isn't yet in words. It isn't yet 
fully recognized. You can say some of these things 
like you said here to him, too. 


MRS. O: Maybe I'm impatient or overanxious. I 
Just want so much for the patient. 


DR. G: But I want him to hear your feeling the 
Way we are hearing it. You know, you're looking 
at me brightly with your eyes flashing, saying, 
Iso much wish." Does he hear it that way? Does 
he hear it that clearly? 


MRS. R: I'm sure he does. Just knowing Mrs. O, 
I know he would, 


MRS. G: I have a similar patient. She follows me 
With her eyes, too, and she won't utter a word. 
She crochets and knits and she does beautiful 
ines Every time I come in, she smiles and looks 
, ay and I always comment on what she has done. 
Speak to her several times a day, and she is always 
UAE at me and always getting something out to 
ET me, but not once have I asked her anything 
eet her talking. I have a feeling that one of 

ese days she's going to forget herself and say 
i mething to me, I may be wrong, but she is 
Soking forward to conversation. 


DR. G: It’s good to have these tentative, nonverbal 
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conversations. . . . It's also good to say that you 
wish you could hear them, that you wish she would 
say something, that you hope that one of these days 
she will. I think that's important, too, just like you 
are telling me. 


MRS. R: I just have to say that so many times we 
think of so much sadness in the world of mental 
hospitals and mental illness and there is so much 
that's so funny. I can go in and laugh and the 
patients will laugh. One day I was leaving, and 
I can't remember which patient now said, "Mrs. 
R, I think you come here to have fun." I said, 
“You know, sometimes you're right.” It's just a 
good, easy feeling. Sometimes we're so worried 
about helping the patients and pleasing them. 
I think just being there sometimes helps—being 
yourself. 


MRS. T: Don't you think a lot of this comes with 
time? I don't think we did this when we started, 
but maybe now our responses are a lot greater 
since we've gotten over our, shall I say, our testing 
period—and our patients do test us. 


DR. G: Yes, we all agree, being natural comes 
Jater. It takes a long time to get back again to 
where one was before one started working in some 
careful fashion, To get back to being natural takes 
time. 

MRS. C: I was wondering, Doctor, if you or any 
of the girls have any suggestions for me about how 
I can create an opportunity to talk to this par- 
ticular patient that I have. This man is not in a 
closed ward; the only place I really have contact 
with him is in the canteen having coffee, Usually 
when I go in he's watching for me but he's at a 
table with two or three other people. He always 
asks me if I want to join them and we have to 
talk so generally and still he is watching for me. 
Have you any suggestions? It's hard for me to ask 
him if he wants to go over to another table, but 
I think maybe he'd like to. 


DR. G: You work in the library, don't you? 


MRS. A; Couldn't you speak to him about some 
books he would like and then see him in the 
library? 

MRS. C: I do suggest that he come in, and occa- 
sionally he does. When he does come in, I notice 
he gets kind of dressed up, which is a good sign, 
I think. We have plenty to talk about, if we could 
have an opportunity. Just once he waited for me. 
I wonder if I could just say, "Shall we go over 
here?" 


DR. G: I certainly think you can. Whatever feels 
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appropriate to you. If it feels appropriate in the 
canteen even to say, "You want to talk to me over 
here for a few minutes?" I'd certainly do that. 
I've used more corners, walls, and what not. I think 
it's important that you respond in some way to 
this that you're picking up, that he might want to 
talk more personally. 


MRS. F: What I was going to say in regard to the 
library volunteer and the patient in the canteen 
was that, if you take him off to a corner, you'd 
better talk fast because you won't be alone with 
him long. Because then everyone comes in—espe- 
cially when they see a volunteer, They're right in 
| there, They want attention too. 


| DR. G: I think the important thing might be to 
J respond to what this patient is saying with his 
eyes, which maybe is, "Here you are someone whom 
I might be able to relate to and then there are 
these other people here." So once she takes him to 
| one side and even suggests this, I think the patient 
| would then know that she had picked this up and 
| was willing for this. And then, also, the other 
| thing that you are mentioning is always a prob- 
lem—the other patients’ coming over. I think one 
should feel free to be able to say to the others, 
“Im glad you came, too, you know, Have a seat. 
But I'm talking to Mr. Brown." You were pointing 
out that so often, when you are trying to be in a 
corner, others come. 


MRS. F: I've had that happen so often. 


DR. G: I think it's even good to have other patients 
stand and listen to the kind of thing we do. 


MRS. T: Yes, but her man probably would resent 
it. He wants her alone. 


DR. G: I agree, I think it's worth keeping a sharp 
lookout and I think, if he does resent it, then help 
him say so. "Do you wish Mr. Smith wasn't listen- 
ing to us?” Then he can say, “Yes.” . . 


Discussion 


As yet the program here described lacks 
an objective mode of evaluation. From the 
14 meetings during a 16-month period, and 
from the written “process notes,” it is pos- 
sible to conclude that the volunteers in 
this program are not different from any 
other trainees who have had some experi- 
ence and some supervision in relating to 
psychiatric patients. Their many expres- 
sions of increased confidence, success, and 
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gratification have provided an important, 
though subjective, index. 

The project has demonstrated that the 
pervasive need of psychiatric patients to 
regard themselves, through personal expe- 
rience, as sensible, concern-worthy individ- 
uals in a human relationship can be met 
without major additional resources. 

Currently, we are planning to refine and 
improve the program. We intend to bring 
in more than one trainer and, consequently, 
more than one set of procedures and atti- 
tudes. Thus, the volunteers may have the 
benefit of various approaches to hospital- 
ized patients without sacrificing their free- 
dom to choose, in practice, just which of 
the ideas, suggestions, procedures, and atti- 
tudes offered may help them to work most 
successfully. 

The fact that one fully trained profes 
sional, utilizing only two and a half hours 
per month, was able to aid 14 volunteers 
to become a more therapeutic resource 
Suggests that similar consulting relation- 
ships of two and a half hours monthly with 
five professionals (a total of only 20 profes- 
sional hours, less than one-eighth of a full- 
time position), on a rotation basis, could 
provide both wider and more extensive 
training and supervision for up to seventy 
volunteers. i 

There are many precedents for psychi- 
atric treatment using adjunct personnel in 
significant interpersonal relations, and it 
is not a new idea to enable such personnel 
to give patients more continuing and in 
tense interpersonal relationships than hos- 
pitals could otherwise provide. Haw 
in the past, such adjunct personnel ed 
usually been reserved for the private i f 
pital. The present program indicates © t 
providing such personnel for every PE 
in the large, tax-supported hospitii i 
at all beyond present and potentia 
sources. 5 

Judging from the volunteers’ own 2 
tions, it is also likely that many more Vo 
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teers will be attracted to the hospitals once 3. Ewald, V.: Psychiatric Studies and Projects, 2:16 
it becomes known that training and func- (February), 1964. 
tion of this kind are available. 4. “Milieu Therapy—A Dialogue,” Mental Hospi- 
tals, 14:351 (June), 1963. 
RE. 
REFER 5. Spencer, S. M.: Saturday Evening Post, 230:90 
1. Rioch, M. J.: American Journal of Orthopsy- (October 5), 1957. 


peat o0:078 (July), 1903; 6. Conte, W. R., and Liebes E: A Voluntary 
2. Young, C. L.: Hospitals, 35:46 (November 16), Partnership. Pamphlet published by the Hogg 
1961. Foundation, Austin, Texas, 1960. 
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In-service training 
institutional chang 


The interest of the National Institute of 
Mental Health in the training and utiliza- 
tion of psychiatric aides and attendants in 
state mental hospitals has been expressed 
in the awarding of in-service training grants 
to selected state hospitals. These grants 
have usually resulted in an infusion of en- 
thusiam and effort in nursing education 
programs, but haye also been accompanied 
by a degree of unexpected confusion and 
consternation. The enthusiasm and effort 
have been a result of both the support and 
encouragement of an authority agency and 
the additional resources made available by 
the funds granted. But the moral support 
and the dollars have also been the source 
of the confusion and consternation. 

The support and interest of a national 
agency gave status and credence to the role 
of the aide * in the psychiatric setting. The 
need to utilize the aide in a more effective 
manner was not a new concern; the action 
Dr. Ishiyama is research associate at the Cleveland 
State Hospital, Cleveland, Ohio, 

This paper was prompted by experience gained 
through National Institute of Mental Health Train- 
ing Grant No, MH-8698, 

* The noun “aide” as used in this paper also in- 
cludes personnel variously designated as attendants 
or psychiatric technicians, 
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of the National Institute of Mental E 
merely “legalized” the concern and 
it tangible in the form of the grant d 

Because of the new high status of the 
that seemed to be implicitly defined by 
federal support, and because of the re$ 
sibility attached to receiving the grants 
recipients often felt compelled to ree 
ate the possible role and training of 
aide. The content of the existing edi : 


pression and reinforcement of the € 
role of the aide; and this role was, of cou 
consistent with the low status of th 
Consequently, it became quite clear 
the content of the aide-training progr 
had to be revised and made approp! r 
the new status of the aide. Herein 
dilemma. The existing role of thi 
was consistent with, or an expression 
total social and professional life 
hospital. To introduce new or 
content into the education program 
a change in the functioning of the 
change in the functioning of the aide 
inevitably lead to tensions within the 
tal, and would demand some organiza" 
changes. 
Thus, the newly gained dollars 
in-service training programs entail 
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rect confrontation of organizational stabil- 
ity and changed roles. This confrontation 
could result either in changed functions 
and consequent organizational changes or 
in maintenance of the status quo. In the 
latter event, the result would be a mean- 
ingles and sterile paper program that 
would train the aide to do something the 
hospital organization would not allow him 
to do. 

The question of whether a training pro- 
gram is effective or not often hinges upon 
the extremely crucial issue of whether what 
is taught is consistent enough with the or- 
ganizational goals and philosophy for the 
organization to allow what is taught to be 
practiced. A training program may very 
effectively do what it purports to do: com- 
municate knowledge and develop skills. 
But whether those skills are utilized or not 
in a real working situation is determined 
by other social realities. For instance, a 
Negro Ph.D. cannot be said to be poorly 
trained merely because the social reality 
dictates that he work in the post office. By 
the same token, the fact that an aide’s be- 
havior on the ward may not change after 
he has participated in an in-service training 
Program does not necessarily mean that the 
training. program was inefficiently con- 
ducted. There is the distinct possibility 
that the reported failures of in-service train- 
ing programs for aides may not be so much 
the result of poor course content or ineffec- 
live training techniques as of the total so- 
tial situation, which does not allow, or dis- 
Courages, the aide from doing what he has 
been taught to do. 

For example, an aide was exposed to a 
Program in which a psychologist spent a 
great deal of time discussing personality 
development and dynamics.’ The aide, hav- 
ing learned his lessons well, began to con- 
tribute to the discussions at meetings con- 
‘etned with diagnosis and treatment, using 

5 newly learned psychiatric jargon. The 
Professionals reacted in a haughty and con- 
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descending manner, implying that such use 
of the inner sanctum jargon by an outsider’ 
was not playing according to the rules of 
the game. The aide’s peers began to make’ 
hostile remarks about his “trying to look 
smart.” Both the aide's professional and 
nonprofessional co-workers agreed that he 
was pretentious. In no time at all, the aide 
was effectively put back into his ordained 
position in the hospital. 

A valid evaluation of a training program 
must, therefore, take into consideration not 
only the process of the educative communi- 
cation, but also the milieu in which the 
communication occurs. It is clear that as 
much attention must be given to the nature 
of the total organization and the dynamic 
interrelationships that exist among its com- 
ponent parts as is given to the specific sched- 
ule, content, and techniques of the training 
program. 

The above considerations merely under- 
line the fact that the sponsorship by the 
National Institute of Health of in-service 
training programs has led to a need to re- 
consider the relationship between a hospital 
and its in-service training program. What 
must be determined is whether nit training 

rogram should faithfully reflect the nature 
" the organization or whether it implies an 
obligation to bring about changes or inno- 
vations in the organization. This is an 
issue faced by all educators and is not pecu- 
liar, of course, to in-service training pro- 
How much should the educator be 
concerned with bringing about social 
changes? Should he merely be a communi- 
cation agent, passing on to his charges the 
knowledge and skills of society? Should he 
be content to be a stimulator of ideas, or 
should he actively participate in the shaping 
and application of those ideas? bs 

The nature of the inservice training 
grants program seems to indicate clearly 
that custodially oriented training programs 
for aides are not particularly advocated. 
Thus, acceptance of a grant implies a re- 
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sponsibility to set up a program designed to 
introduce the aide into the mainstream of 
the treatment proces. Such a course in- 
evitably leads to concern with the task of 
establishing a milieu in which the aide can 
carry out his newly acquired skills. A com- 
mitment to bring about appropriate and 
necessary organizational changes must, then, 
be involved. 

Such a commitment obviously brings the 
educative and administrative functions into 
much closer alignment than is the case in 
the usual hospital situation. This new 
alignment of teaching and administration 
does not necessarily mean, however, that the 
nursing educator must become a line ad- 
ministrator. The differentiation in the 
roles of educator and supervisor can be 
Maintained. However, a structural modi- 
fication that allows a hand-in-glove relation- 
ship between education and administration 
must be established. 

Any structure that forces the encapsula- 
tion of a training program must be strenu- 
ously avoided. We can learn a lesson from 
the fate of demonstration and research proj- 
ects in large institutions, Seigel and Cola- 
relli t point out that “research activities in- 
volving role changes spontaneously tend to 
be ‘capsulated’ or insulated from the hospi- 
tal culture in order to Preserve the organi- 
zational integrity of and the new role rela- 
tionships within the research group.” It is 
this very process of capsulation, arising in 
response to the research group’s need to 
maintain itself, that, in the long run, deals 
a death blow to the Possibility of the hos- 
Pital’s deriving permanent benefits from the 
research projects. One-man and capsulated 
research projects tend to die when the proj- 
ects are terminated, simply because they 
have squeezed themselves out of the main- 
stream of hospital life. Other institutions 


TS. Siegel and N. Colarelli; "Gaining More from 
the Research Dollar." Unpublished Paper, Topeka 
State Hospital, Topeka, Kan. 
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may derive benefits from a project, but not 
the institution in which it was conducted, 
Siegel and Colarelli suggest that “a com. 
munication system that is sufficiently ex- 
tensive in order to provide adequate exter- 
nal and internal interaction or feedback 
must be provided" so that permanent bene- 
fits may be derived from the projects. The 
term “external” cannot be emphasized 
enough. 

The process of re-evaluating in-service 
training programs for psychiatric aides has 
taken us far afield from the usual concern 
with course content and teaching tech. 
niques. We are suggesting not only that 
nursing administration and nursing educa- 
tion become integrated, but that an effective 
nursing education program involve the 
whole hospital. The changes that occur in 
the role of the psychiatric aide are not just 
the concern of the nursing department, but 
of everyone. This is particularly true in 
most state hospitals, in which psychiatric 
aides constitute the largest single body of 
employees and often the locus of power, 
Consequently, what happens to the aide is 
crucial and affects a wide range of people. 

Resistance to change in the aide's role 
will therefore emanate from every quarter 
of the hospital that strives to maintain the 
status quo. Although much of the renti 
ance can be effectively handled by utilizing 
sound social and psychologic techniques for 
bringing about changes, there will be occa 
sions requiring the use of “muscle.” Further- 
more, there will have to be a “body” E 
sible for utilizing the techniques and apP^Y 
the “muscle.” t 


At our hospital, we have established an *adminis- 
trative faculty," consisting of the formal p 
figures in the hospital, whose function is to ™ 
and to execute administrative decisions n by the 
for the implementation of the skills training al ee 
training faculty. The training and adminBU^ e 
faculties meet together at least once a week. d og 
training faculty merely presents problems an 
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gests solutions at these meetings. This method 
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What we are suggesting is that any in- 
service training program worth its salt must 


maintaining the separation of education and ad- 
ministration, yet achieving integration, has pro- 
vided many positive benefits. 


have built into it a rational plan for bring- 
ing about the necessary changes in the insti- 
tutional structure. No worthwhile program 
can fail to affect the institution. within 
which it operates. 


PROFESSIONALITIS 
The Means and the End 


Professionalism is a means to an "end." Within the mental 
hospital system, the “end” is the optimum level of management, 
treatment, care, and rehabilitation of the patient. But the 
"end" may also be the self, at least insofar as the profession 
influences (a) the salary to be paid for the efficient execution of 
the job, (b) the satisfaction felt in the skillful application of 
the available knowledge in getting the job done, and (c) the 
degree of success in establishing and maintaining meaningful 
and positive working relationships with co-employees. 

If the profession becomes the end, professionalism manifests 
itself as "professionalitis"—an “unofficial” mental disease charac- 
terized by self-aggrandizement, megalomania, over- or pseudo- 
sophistication, aloofness, isolationism, and apathy. 

This disease may keep the inflicted uninvolved, superficial, 
hypersensitive, hypercritical, ethereal, speaking in “unknown” 
tongues, and applying restrictive communication techniques. 

The prognosis of this condition is grave, but it is sometimes 
controlled by long-term, intensive psychotherapy. Insight is 
limited or absent, and motivation for psychotherapy in any 
form is usually low. 


—GEORGE McK. PHILLIPS, M.D., Superintendent 
Crownsville State Hospital, Crownsville, Md. 
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One approach to building a hospital organ- 
ization capable of achieving its goals is to 
increase staff and patient participation in 
small-group activities, ie, in accordance 
with the concept of organizational fami- 
lies? Modern psychiatric hospitals have 
started to use widely many kinds of small- 
group activity in an effort to achieve effec- 
tive patient care, behavioral change on the 
part of the patient, his resocialization, and, 
hopefully, his subsequent discharge into the 
community. In the small group, staff and 
patients try to arrive at better ways of reach- 
| ing these goals through increased com- 
, munication and influence, 

| In the present study, an effort was made 
to answer questions about some effects of a 


small-group nursing program on employee 


satisfaction and on employee attitudes 
toward nursing care. 


Purpose and Procedure 


Will employee attitudes toward their 
| work improve with increases in their par- 
ticipation and self-regulation of work? Will 


ee 
Dr, Lundstedt is associate professor in the Psychol- 
ogy Department, and Mr. Lillibridge, a lecturer, 
at Western Reserve University, Cleveland, Ohio, 
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Effects of increased staff participation 
on patient care and staff attitudes | 


changes in a hospital social environment to 
increase participation and interpersonal 
contact on psychiatric wards also increase 
therapeutic effectiveness in any form? Do 
employee attitudes toward work become 
more positive when a small-group program 
that increases participation and personal 
contact between staff and patients in a psy- 
chiatric hospital is introduced? 

To answer these questions a small, ex 
ploratory study was conducted in a LM 
bed psychiatric hospital in the Cleveland, 
Ohio, metropolitan area. It is one of the 
most recent facilities of this type in tht 
Veterans Administration using the unit 
plan.* Each of its three units has several 
treatment floors, with two separate 40- 
psychiatric wards on each floor. 

The small-group program, patterned p^ 
a similar one at the Danville Veterans A 3 
ministration Hospital in Illinois, consists 
of assigning ward nonsupervisory nu 
personnel (nursing assistants, licensed pra 
tical nurses, and registered nurses) to SP% 
* The "unit plan" is that organization of Lies] 
by which the total hospital is divided into SN 
independent, equally staffed, and relatively ht 
omous, small hospital units, Heterogeneity atl 
units is obtained by assigning different kin 
patients to each unit. 


| 
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cific small groups of about eight to ten 
patients each. The patients are main- 
tained as a group whenever possible in their 
various daily tasks and other activities, with 
a member of the nursing staff acting as 
their group leader, or co-leader. Weekly 
discussions are held by each group, with 
nursing personnel acting as formal leaders. 

The decision by the hospital to start the 
small-group nursing program was based, 
in part, on the expectation that more in- 


_ tensive and higher quality patient care 


i 


— 


would result through increased utilization 
and development of existing nursing per- 
sonnel, 

The present study was designed to eval- 
uate the effects of the new small-group 
nursing program on the attitudes of nurs- 
ing personnel. A before-and-after design 
was used to measure attitude changes that 
occurred after the introduction of the new 
program in one unit of the hospital. 

The changes predicted (for nursing per: 
sonnel after participation in the small- 
Broup program) were: 

.l Attitudes expressed about nursing care 
given to patients would improve (become 
more positive). 

2. Attitudes expressed about job satis- 
faction would improve (become more posi- 
tive), 

_3. Attitudes expressed about organiza- 
tional co-ordination in the hospital would 
improve (become more positive). 


Procedure 


An attitude questionnaire was given to 
4 representative sample of nonsupervisory 
Personnel assigned to an experimental unit 
in Which the small-group program was be- 
ing carried out. "The same questionnaire 
Was given to nursing personnel in a unit of 
i hospital that served as a control unit in 
tad study (i.e, in which the program did not 
i d Ward and hospital records provided 

‘ormation as objective, indirect, crude 
Measures of the therapeutic effectiveness of 
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each ward milieu, including the indirect 
effects of its small-group program, and were 
independent of other measures in the study. 

The attitude questionnaire items asked. 
about feelings and opinions regarding vari- 
ous types of work activity. "The 60 items 
fell into six categories: (/) nursing care, 
(2) job satisfaction, (3) organizational co- 
ordination, (4) organizational change, (5) 
supervisory behavior, and (6) communica- 
tion. The first three constituted measures 
of attitude change; the last three provided 
additional information about attitudes of 
the nursing personnel. i 

Each questionnaire item yielded a score 
representing the respondents attitude 
toward the activity denoted by that item. A 
combined score, representing the respond- 
ent's attitude toward an area as a whole, 
was computed by simply adding his item 
scores for that area. 

Test-retest reliability for the 60-item at- 
titude questionnaire over a seven-week time 
period was 0.72 (an acceptable level), For 
the nursing care (five items) and job satis- 
faction (19 items) categories, reliability was 
0.88 and 0.81, respectively (both accepta- 
ble levels). In the organizational co-ordi- 
nation category, the reliability was 0,35 
(an unacceptable level); results in this cate- 
gory are not reported. : 

From ward and hospital records, infor- 
mation was compiled for three crude indi- 
cators of therapeutic effectiveness. Specifi- 
cally, data on nursing care category index 
(indicating the amount of nursing care a 
particular patient needs) on privilege 
status, and on patient movement within 
and outside the hospital were gathered. 


Sampling 

The respondents to the questionnaire 
were a representative sample of nonsuper- 
visory nursing personnel. Sampling was 
stratified by ward. Six wards in the experi- 
mental unit and four in the control units 
were chosen. Once a ward was chosen, all 
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of its nursing staff was asked to complete 
the questionnaire. Approximately 85 per 
cent of the respondents returned completed 
questionnaires. Staffing, experience in 
mental health settings, age, and formal edu- 
cation were comparable for the two units. 

Records were available for virtually all 
the patients on each ward studied in the 
experimental unit for nursing care cate- 
gory index and patient movement. Privi- 
lege status was recorded for patients not on 
open, full-privileged wards. 


Design 


Nursing personnel in the study were 
given the questionnaire just before the 
small-group program started and again four 
and a half months later. Data on nursing 
care category index and privilege status 
were compiled just before the program 
started and again three months later. Pa- 
tient movement was determined for a pe- 
riod of three and a half months prior to the 
start of the program, and for a comparable 
length of time commencing one month 
after the program had officially started. 


Results 


The distributions of attitude responses 
are shown in Table 1. Data were compared 
by the median test of significance. For each 
of eight subdivisions of the data, the per- 
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centage of scores falling above and below | 


the appropriate common median is given, 
For instance, the common median score 
for the experimental unit's nursing care 
subdivision of the data was computed as 
the median of the combined set of scores 
from the “before” and “after” groupings of 
that data. Comparisons of various group- 
ings of the data of Table 1 are shown in 
Figures 1 and 2. Each of the figures gives 
the result of statistical comparisons of two 
of these data groupings.} 


Figure 1 suggests that the staff attitudes 


expressed in the experimental unit about 
nursing care after the program did not 
change significantly from those expressed 
before it. It appears that attitudes in the 
control unit in this regard may have be 
come somewhat more favorable. 

The finding in Figure 2 is that attitudes 
expressed about job satisfaction after the 


T Attitude score values for nursing care could poten 
tially fall between 5 and 31. Similarly, score values 
for job satisfaction could fall between 19 and 87. 
The range of possible scores in each case is a func 
tion of the number of items comprising an area and 
the number of alternatives for each item. In ordet 
to facilitate comparisons of attitude changes be- 
tween groupings of the data and between areas 
the median attitude scores were recoded. The re- 
coded scores have a common range of 100, where 
a score of 100 would signify a highly favorable atti- 
tude and a score of 0 would signify a highly ut 
favorable attitude. 


TABLE 1 


Distributions of scores for data on selected attitudes 


SEL LENIN MEME Oe eee 


Experimental unit Control unit 

UR uu.  — 
felicem ue ETETE 
After 
Bef 

fore After Before Es 
Attitude data N % N % N % N j 
a COREL haan 
Scores above median 25 48 21 52 12 40 15 37 

Scores at or below median 25 52 19 48 18 60 : 
Job satisfaction 5 
Scores above median 3188 l6 4 15 — 48 bi 

Scores at or below median 22 42 22 58 16 52 in 
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FIGURE 1 


Nursing care attitude change for 
experimental and control units * 


— — — CONTROL UNIT 
——— EXPERIMENTAL UNIT 


(18 WEEKS) 
ADMINISTRATIONS 


"Although not significant, the change in the control unit 
indicated a trend toward a more favorable attitude (P<0.18). 
The attitude change in the experimental unit seemed to indi- 
Cate a similar trend, but was not significant. 


program seemed less favorable than those 
expressed before it in the experimental 
unit. There was no apparent change in 
the control unit. 

Data on changes in crude measures of 
therapeutic effectiveness in the experi- 
Mental unit are presented in Tables 2 and 3. 
There is a significant difference between 
the positive and negative changes that 
Occurred in the nursing care category index 
data (applying the McNemar test for the 

ificance of changes). The same signifi- 
cance test applied to the data on privilege 
Status shows a highly significant difference 

een increases and decreases of privi- 
leges, 

Table 3 presents data on various types 
of Patient movement for comparable time 
Periods before and after the small-group 
Program was started. A chi-square analysis 
Of these data shows two significant differ- 
ences: a greater number of patients Te- 
‘“tived a leave of absence after the program 
gan, and fewer patients were placed on 
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unauthorized absence after the program 
was in effect. 

The third finding is that, after the small- 
group nursing program was started, the 
measures of therapeutic effectiveness 
suggest patient improvement in the experi- 
mental unit.t However, this result cannot 
be attributed with certainty to the experi- 
mental program because of a lack of com- 
parable data from the control unit. 


Discussion 


The findings of the study only partly 
answered the questions raised. The over- 
all picture is decidedly not clear-cut, At- 
titudes expressed toward nursing care did 
not appear to change; it had been pre- 
dicted that these attitudes would become 
more favorable. Measures of therapeutic 


[That is, patient improvement in terms of the 
nursing care category index (less care required, 
P<0.02), privilege status (more privileges, P< 
0.001), and patient movement (more leaves of ab- 
sence and fewer unauthorized absences, both 


P<0.01). 
FIGURE 2 


Job satisfaction attitude change for 
experimental and control units * 


= = — CONTROL UNIT 
= EXPERIMENTAL UNIT 


Favorable 


ATTITUDE SCORE 


Unfavorable 


(18 WEEKS) 
ADMINISTRATIONS 


*The attitude change in the control unit was not at all 
significant. Although not significant, the attitude change in 
the experimental unit indicated a trend toward a less favorable 


attitude (P<0.19). 
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TABLE 2 
Changes in nursing care category 
.. index and privilege status 


it 


Nursing care Privilege 

vier i category index * status * 
Type of change from: ———— 

- before to after Nit 95 Niya $5 
Changed negatively Il 9 0 0 
No change 88 69 357 6 
Changed positively 20 NND 24 89 

"Total 127 100 61 100 


*P<0.001 
effectiveness did show improvement, as pre- 
dicted. These changes cannot, however, be 
attributed clearly to the small-group pro- 
gram ^^ 

Attitudes expressed about job satisfac- 
tion seemed to become less favorable, a 
finding that appears to contradict our orig- 
inal expectations. 

The change in job satisfaction was a 
trend rather than a clearly significant dif- 


TABLE 3 


_ Change in patient movement in 
(o experimental unit 


Type of patient movement 


Before After 
A————M—ÀÀÁáo ore. 
Regular discharge 31 43 
Trregular discharge 3 3 
Trial visit 49 58 
Leave of absence 14 34* 
Elopement 10 8 
Unauthorized absence 27 q 
Transferred to other hospital 0 2 
Transferred from closed to 

closed ward 1 bul. 
‘Transferred from open to 
! open ward 1 3 
Transferred from open to 
closed ward 7 6 
Transferred from closed to 
open ward 30 21 
Transferred to another unit 18 29 
"Total 201 231 


—_ Er Ax LUMBER. 0000 


* P« 0.05. 
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ference. Significant tests applied tg 
data were conservative, lending only 
strength to the findings. Y 

Possible reasons for the lack of j! 
in the findings obviously include 


atory field study. One requiremen 
control sample of respondents is that t 
be essentially isolated from the influ 
of the independent variable of the 
In two ways, this requirement was 
fully met. 

First, although the hospital con: 


in fact located in fairly close physical I 
imity, and inter-unit communication a 
nursing personnel does occur. It is 
able to assume that control nursing 
nel were aware to some extent of the st 
group program, and that they anti 
it would eventually be established ont 
own unit. Second, a meeting about 
small-group program held midway im 
study (two months after its start) Wi 
tended by a large proportion of the m 
personnel from all units of the hos] 
Following the presentation, questions fi 
the audience brought out specific p 
concerns of hospital personnel about 
own program. Separate meetings wer 
with each unit's nursing personnel a 
senior unit medical staff member. At 
meetings a nursing consultant who p 
jected enthusiasm and belief in the $ 
group program attempted to answer spec 
questions about problems of implemi 
it. At each meeting the senior staff men 
indicated that he favored the general 
osophy of the small-group approach. 
In view of this apparent lack of isolz 
and the probable sharing of inform: 
expectations, and enthusiasm, it seems 
sonable that the changes (or lack of] 
dicted changes) found in expressed B 
may have been due in part to participi 
in the small-group program and in 
factors such as communication and 


Effects of increased staff participation 437 


fluence of meetings with a visiting con- 
sultant. 

It is also possible that the increase in 
negative attitudes toward the job was a 
result of real dissatisfactions that became 
highlighted when personnel began to ex- 
perience the increased freedom in the new 
program, Staff may very well have expressed 
their dissatisfaction more because they were 
free to do so with greater impunity. All 
jobs have bad points, and these are more 
likely to be brought out under less repres- 
sive forms of management. However, this 
is also a strength of such management 
because an effort can then be made to 
change the conditions underlying the prob- 
lem, which is not possible if the problem 
remains suppressed. 

"There is wide agreement, moreover, that 
at least two areas of employee attitudes are 
of importance: (1) attitudes toward organ- 
izational objectives, further subdivided into 
attitudes toward productivity goals and at- 
titudes toward maintenance goals, and (2) 
attitudes about job satisfaction, these being 
à function of the degree of congruence be- 
tween the physical and psychologic needs 
of the individual and organizational needs. 
In the light of this information, the ques- 
tion might instead be asked: Can attitudes 
vary separately as a function of these two 
Major kinds of influence of the organiza- 
tion on the individual, namely, degree of 
attainment of organizational objectives, and 
degree of fit between individual needs and 
organizational needs? Our particular find- 
ings become consistent if we accept the view 
that these two kinds of influence may affect 
attitudes independently. An implication 
of the concept of separate variation is that 
efforts to improve organizational effective- 
ness, without considering individual needs, 
May result in increased job dissatisfaction. 
This conclusion is now widely accepted and 
an outcome of large-scale organizational 
Studies 1-5 


An indication that the impact of the 


small-group program may not have fully 
met individual needs is found in comments 
of the nursing personnel. These comments 
indicated that they were generally com- 
fortable with the small-group program with 
the exception of the weekly discussion 
groups. It was here that they felt the 
greatest need for guidance and training— 
in the technique of group discussion with 
psychiatric patients. "Their need for guid- 
ance and training (probably due to a felt 
lack of competence in a new venture) may 
have been a major contributing factor in 
the decrease in job satisfaction. 

Probably both employee attitudes and 
organizational effectiveness need to be 
considered as having many other important 
dimensions. At least three of those dimen- 
sions seem to be needed before we can un- 
derstand the relationships between attitudes 
and organizational effectiveness: (1) attain- 
ment of productivity goals, (2) attainment 
of maintenance goals, and (3) the extent to 
which the needs of individuals fit organiza- 
tional needs. The many dimensions should 
be taken into consideration in the initial 
planning of the research design for future 
evaluative studies of this kind. A value of 
the present study is to suggest lines of fur- 
ther research, and methodological and the- 
oretical problems to avoid, 


Summary 


This paper reports an exploratory study 
on the effects of small-group activities on 
patient care and staff attitudes. Before and 
after measures of job attitudes and thera- 
peutic effectiveness were obtained when a 
small-group nursing program was started 
on a unit comprising several wards of a 
psychiatric hospital. Attitudes expressed 
by nursing personnel seemed to become 
less favorable with regard to job satisfac- 
tion. Effectiveness measures showed some 
patient improvement. The results of the 
study are of some heuristic value. 
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Role of mental health services 
in reducing adolescent crime 


The many benefits of mental health services 
in the relief of mental suffering and in the 
solution of community problems of living 
are clear, and such services generally need 
to be expanded. The comments that fol- 
low are not to be taken as critical of mental 
health services; the discussion applies only 
to certain specific difficulties or disjunctures, 
if you will, between standard mental health 
Procedures in service and training and the 
effective reduction of adolescent crime on a 
opem level. These difficulties will be 
bens : within three major categories: 
rh, a Ve of psychoanalytically oriented 
ship T , incompatibility in role relation- 
ids e and professionalization 
Oily Sm decrease public effectiveness. 
"ie 9 presentation of these issues 
bois made here, the intent being to en- 
age further consideration. 


Inadequacies of Psychoanalytically 
Oriented Treatment 


ilis mental health organizations tend to 
Ww delinquency as a form of mental ill- 
LL TO SEAT AE URRE MTS 
DIE 
n; ehwitzgebel is associate in education, Harvard 
ersity, Cambridge, Mass., and research analyst 


at thi Dt SR 
2 € Law-Medicine Institute, Boston University, 
Oston, Mass, 


ness. Zilboorg! has suggested that “the 
psychiatrist must know and feel that it 
[crime] is a disease with which he is dealing 
and not a ‘weakness of character.’” Al- 
though we may accept the proposition that 
certain neurotics and psychotics may be 
mentally ill, it does not automatically fol- 
low that delinquents are mentally ill, even 
though they may display some of the same 
behavior patterns. 

What, precisely, makes delinquent behav- 
ior "sick"? To date, no biologic agent has 
been isolated that is known to cause delin- 
quency, and even symptomatology accord- 
ing to Sheldon's body types is falling into 
disrepute. Zilboorg* has noted further 
that “mental illness is the most discreet of 
all human afflictions. This discreetness is 
one of the greatest and most powerful dif- 
ficulties psychiatry has yet to overcome.” 
Psychiatry's search into chemistry and biol- 

for the origins of mental illness ex- 
pressed as delinquency is likely to be dis- 
couraging—with the possible exception of 
crime resulting from schizophrenia, retarda- 
tion, or psychomotor epilepsy. The origins 
of mental illness are much more likely to 
be found in European and American intel- 
lectual history. Mental illness, as it applies 
to delinquency, is not a disease at all; it is 
439 
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a concept. It represents an attempt to de- 
scribe the causes of crime without resorting 
to supernatural agents or moral codes. 

To an extent still probably unrealized, 
delinquents are often taught to express 
symptoms of mental sickness and then im- 
prove at a rate that pleases the therapist. 
In discussing the treatment of psychopaths, 
Schilder? has commented, “The problem 
of psychotherapy will therefore first be to 
make the individual feel sick and then to 
cure his illness" The process by which 
the prospective patient learns to accept the 
role of patient is given various labels in 
psychotherapy, such as "rendering defenses 
ineffective," "structuring the situation," or 
“reducing resistance to treatment." This 
learning may take place with or without 
awareness? The reluctant delinquent is 
usually encouraged to “play the role of 
patient” under the threat of imprisonment, 
continued incarceration, or the loss of 
a close relationship with the therapist. 
Should the delinquent some months later 
genuinely claim that he is “sick,” this is no 
proof that the therapist was initially cor- 
rect. Rather, it may only prove that the 
boy has learned his role of patient so well 
that now even he is convinced. 

The foregoing discussion would offer no 
objection whatever to the mental illness 
viewpoint of delinquency if that viewpoint 
presented us with an applicable, effective 
model for the reduction of crime. (There 
is no need for a useful model to conform 
to reality so long as it is an effective guide 
for action.) However, the mental illness 
model of delinquency has not been as ade- 
quate in this regard as one would wish. 

Glover? has observed that the "psycho- 
analytic classifications of delinquency are 
so inadequate and confusing that it gener- 
ally is impossible to extract from analytical 
Papers any specific series of etiologies ap- 
propriate to different types of crime, clinical 
gradings or prognostic groups, or reliable 
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statistics or treatment." The discouraging 
attempts to apply analytically oriented con- 
cepts of mental illness to delinquency are 
often reflected in articles describing treat- 
ment. One example, among many, is an 
article entitled “A Psychotherapeutic Ap. 
proach to Adolescents with Character Dis- 
orders," which describes primarily the case 
of Jimmy, a 15-year-old "passive aggressive 
personality type with marked paranoid 
trends.” The boy's previous criminal rec 
ord is not given, and there is no chrono 
logical case history except for the facts that 
the boy was very bright and was the middle 
child of two college graduates who lived in 
a respectable neighborhood. During the 
first two years of treatment, he “broke up | 
two foster homes, stole and fled with his 
father's car, spent several weeks in a deten- 
tion home, refused to work, and started but 
impulsively left college.” During the last 
two years of treatment, Jimmy apparently 
got into less trouble. Kee | 
The case involved not only the therapist 
but also a social worker, a collaborative 
relationship with a child care agency, # 
family service agency, a rehabilitation pro 
gram, the court, and the school. After a 
total of four years of treatment—including 
some 200 hours of individual therapy—tht 
author comments that the "prognosis ap 
pears to be hopeful at the present Ee 
Although there is the recognition that b 
evaluation of this boy's adjustment sho! : 
be made over a period of years, no es 
up study is included. The article conclude 
with the statement, "Nevertheless we: e 
encouraged by the results we have c. ^ 
and we are now exploring more economi 


i ith character-diso 
methods of working wit howe 


dered families.” Some people, does this 


would not be encouraged. What pa 
approach tell us about treatment of per 
delinquents, who are not bright, d jJ 
not the children of college graduate vd 
who refuse to attend child guidance dli! 
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In these cases, the psychoanalytic model is 
not, as yet, very applicable to large num; 
bers, 

Peck” has commented, “For my part, 
however, the experiences I have had in the 
field of delinquency have made me most 

. dissatisfied, not only with this [analytic] 
way of talking, but also with the assump- 
tions so often implicit in it. .. It is about 
time that psychiatry moved on from its 
preoccupation with individual symptoma- 
tology and the end products of pathology, 
and began to pay some attention to the 
process [of reducing crime] itself.” Others 
have also questioned the practicability of 
using analytic techniques with delinquents. 
For example: 


+.. We are doubtful that psychotherapeutic ses- 
sions, whether by play or by the interview method, 
are the effective approach in these cases. The 
psychotherapeutic method seems to us to be contra- 
indicated for several reasons. Psychotherapy in 
general aims and is primarily devised to reverse the 
Psychoneurotic process of repression. Its goal is 
to aid in transforming and integrating such re- 
Pressed impulses into ego attributes which are in 
harmony with such self-esteem as the. patient. has 
already integrated. But the impulsive child in 
Contrast to the psychoneurotically inhibited patient 
Suffers from the lack of restraint of impulses. 


The carefully controlled | Cambridge- 
Somerville study is a noteworthy example 
of the failure of a project using a mental 
illness concept of delinquency? McCorkle 
and Korn 10 have commented, “The bleak 
fact is that just as the monstrous punish- 
Ments of the eighteenth century failed to 
curtail crime, so the more human handling 
of the twentieth century has equally failed 
to do so.” Such conclusions are consistent 
With the observation that. the juvenile 
Mime rate has not decreased, but has prob- 
ably increased slightly.* 

There are, of course, several bright spots 
i 
Boer, uude of effectiveness see Bailey,17 

i ‘appan,19 and Witmer and Tufts?» 


in this generally gloomy picture. A few 
treatment centers, and some individual 
therapists such as Redl, Bettelheim, John- 
son, Eissler, Schmideberg, Josselyn, Alex- 
ander, Szurek, Aichhorn, and others have 
produced promising results, 


Incompatability in Role Relationship 
Expectancies 


The psychiatrist needs patients or he 
cannot be a psychiatrist. His professional 
position depends upon people's willingness 
to be patients or his ability to make them 
into patients. Delinquents are typically 
poor patients. "They often do not under- 
stand the role of patient or refuse to play 
it. Parsons!! describes the middle-class, 
law-abiding viewpoint of the doctor when 
he states that "the patient need not be 
afraid that he will be blamed or punished 
for his shortcomings; he will rather be 


' understood and helped . . . He [the doctor] 


has great prestige resting on the reputation 
that members of his profession possess high 
levels both of technical competence and 
moral integrity.” The delinquent who 
comes from a working-class, crime-oriented 
subculture does not agree. He considers 
the psychiatrist real trouble, to be avoided. 
Eissler 2 notes, “By his stubbornness and 
disrespect the delinquent makes the psy- 
chiatrist feel helpless and impatient, to say 
nothing of the effects on professional repu- 
tation and on income which follow a per- 
sistent preoccupation with the dregs of 
society.” eit 

A 16-year-old subject described his visit 
to a psychiatrist, whom he called a “psy- 
chologist,” in the following manner: 

That son of a bitch, I was getting ready to turn 
around and knock the hell out of him. He comes 
in there and he says, “Take off your god damned 
clothes." I say, “What for?” and he said, “Take 
off your goddam clothes." I take off my clothes. 
The old nurse comes in there. Get the god damn 
hell out of here will ya? He lays me down on that 
table and he starts poking around with a hammer 
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[to test reflexes]. Get that god damn hammer away 
from me. He tells me to turn over. And I turn 
over, and he jams his finger right up my ass. God 
damn I jumped for a country mile. Son of a bitch 
run in the next room and brought me in there and 
talked to me and asked me a bunch of questions. 
Said, "Is there anything you want to tell me?" 
I said, "Hell no, I don't want to tell you a god 
damned thing.” He went out there and told my 
old lady I was crazy and I was going to go back 
there and beat the hell out of him. Wouldn’t let 
me. That guy was luny. Crazy as a bat! The way 
all those guys around here [Harvard] are, and that’s 
where he came from too, one of these places, 


Of course, delinquents do not really 
consider the psychiatrist “nuts” because 
after all “he makes the easy money.” How- 
ever, he cannot be respected because his 
customs, language, and status are so differ- 
ent. He is called a "nut man,” a "psycho," 
or a “bug doctor” because he is not under- 
stood. He is more feared than respected. 
His word can put people in mental hos- 
pitals, stop welfare payments, or keep de- 
linquents in reform school. Also, he is the 
only person outside the family or lover 
to whom a person of the opposite sex may 
properly appear unclothed. (This, of 
course, affords the doctor some respect, but 
also leads to elaborate fantasies about the 
sexual activities of the doctor—particularly 
about his use of the analytic couch.) For 
many delinquents, the role of the doctor 
symbolizes the power of drugs, the magic of 
cure, and the authority of wealth.18 

Certain demands are made by the doctor 
upon the delinquent if he is to fill the co- 
ordinate role of patient. Of the many role 
prescriptions established for a patient, a few 
of those particularly relevant to the diffi- 
culties in treating delinquents will be 
mentioned here. 

1. The delinquent is usually referred by 
the therapist or clinic for a physical exami- 
nation. This can be a rather threatening 
experience for adolescents concerned about 
their physical prowess. Also, this examina- 
tion may reveal the use of narcotics or ven- 

ereal disease, which the doctor is legally 
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Tequired to report. Such a report generally 
constitutes an automatic violation of proba: 
tion or parole rules, which may result in 
imprisonment without a new trial. 

2. The delinquent is expected to arrive 
regularly on time for his appointments. He 
is also expected to observe the amenities of 
the doctor's office. While sitting in the 
waiting room he is expected to be quiet, to 
sit in a somewhat upright position, and not 
to stare at people, shine his shoes, or carve 
his name in the furniture. Although thes. 
are typical requirements of middle-class 
institutions such as the school, welfare 
agency, and business, they are not typical 
requirements of the lower-class delinquent 
subculture, with its striving for autonomy 
often verbalized as “No one’s gonna push 
me around." 14 

8. Being a patient implies some sickness 
or at least malfunction. To be sick is to be 
dependent, weak, and in varying degrees 
of helplessness and regression. The patient 
comes to the doctor because he cannot get 
himself out of the sickness. He may feel 
he has lost control of the situation. The 
delinquent poses a difficult problem for the 
doctor because he certainly does not com 
sider himself sick or in need of help. He 
considers others who do not act as he does 
to be ignorant of the pleasures of life. 
Unpleasant consequences are merely m 
cost of pleasure. There is little of the su j 
jective discomfort characteristic of T 
rotics. Diagnostically, delinquent behavio 
seems nearer to a character disorder with 
the acting-out of ego-syntonic impulses. 

4. Implicit within the role of patient e 
a therapeutic contract. If this Mb 
were written in its simplest terms, it es 
read: “I, the patient, come to you " 
doctor, for help. I will follow your instru 
tions and wishes. In return you must mi 
me feel better.” In general, del 
are quite resistant toward this No m 
contract. They do not feel the nee a 
help or, if they do at times, they at 
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generally willing to follow the instructions 
that would place them in the role of pa- 
tient and cost them gang status, upon which 
they may be very dependent. When they 
attend from fear of the psychiatrist's au- 
thority, or other authority, they are almost 


always defensive, frightened, and suspi- 


cious. 

5. The patient is traditionally expected 
to talk about himself and discuss his rela- 
tionships. If the psychiatrist is analytically 
oriented, he may consider free association 
“the technique without which it proved to 
be impossible to penetrate to unconscious 
levels of psychological activity.” !5 The de- 
linquent, however, unlike many introspec- 
tive, articulate, middle-class persons who 
talk out problems and have committee 
Meetings, tends to solve problems through 
action. Further, he does not value free 
expression. In his environment, it is much 
safer for him to outwit and “con” the other 
fellow. Further, the delinquent, who has 
already surrendered many rights under the 
conditions of probation or parole to gain 
his “freedom,” is now requested to offer 
the privacy of his thoughts and feelings to 
A representative of middle-class custom and 
authority. 

8. To remain in the role of patient re- 
quires long-term goals, an orientation 
toward the future, It necessitates giving up 
the concept of cure through magic. At the 
very least, the psychiatrist thinks of treat- 
Ment in terms of months. The delinquent, 
9n the other hand, tends to think about 
short-term goals. He strives to meet the 
Present economic and social emergencies 
E than to consider the abstract "better 

These six role prescriptions for a delin- 
quent in the doctor-patient relationship 
constitute a motif that runs through the 
See health professions concerned 
hilure € treatment of delinquents. The 
- of delinquents to respond to these 

ancies as other prospective patients 
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do, presents still unresolved problems for 
the mental health professions. 


Professionalization Trends That Decrease 
Public Effectiveness 


Let us assume that delinquents would 
willingly co-operate with effective programs 
of psychotherapy. Would this solve the 
problem of delinquency on a national level? 
There is approximately one psychiatrist 
for every 18,000 persons in the United 
States; there is approximately one psychi- 
atric social worker for every 78,000, and 
one psychologist for every 11,300 (Albee, 
pp. 146, 120).° If every clinical psychol- 
ogist, social group worker, psychiatric so- 
cial worker, and psychiatrist dealt only with 
adolescents who appeared in court, to the 
exclusion of everyone else, each worker 
would have to handle at least thirty cases, * * 
If every adolescent who was arrested. for 
an offense other than a traffic violation was 
seen by members of these professions, each 
worker would have to see at least sixty-one 
cases]. Furthermore, this estimate does not 
include the many “unofficial” or unde- 
tected delinquents, who may be even more 
numerous than those arrested or appearing 
in court. Clearly, the number of mental 
health workers available today is inade- 
quate. According to present trends, the 
situation will become worse. The propor- 


** This estimate is based on the following figures: 
1,800 psychiatric social workers, 2200 group work- 
ers, 6,000 psychologists, and 9,500 psychiatrists,2¢ 
and 603,000 juvenile delinquents between ages of 
10 and 17.21 These figures are based on reports for 
1956-1957. The estimates of professional personnel 
actually available to work in the area of psycho- 
therapy as separate from case finding, research, 
etc, are grossly overestimated here. For example, 
Sanford,22 of the Joint Commission on Mental Ill- 
ness and Health, estimated 10,000 therapists em- 
ployed in the United States. SATAN 
+ Tappan's (1960) estimate of 1,700,000 juveniles 
between the ages of 10 and 17 arrested each year 
is reduced here to 1,190,000 to eliminate traffic 
violations, estimated at 30 per cent of the total num- 
ber of arrests as based on court appearances.28 
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tion of persons going into the mental 
health professions is decreasing in relation 
to the total population, whereas the delin- 
quency rate is probably increasing. 

As a profession strives to gain status, 
training standards for membership are 
often increased, and. thus the proportion 
of persons admitted to membership may 
decrease in relation to the total population. 
Apparently, professions develop in this 
manner regardless of public need. 

At first thought, it would seem that when there 
are periods of serious personnel shortages there 
would be increased teamwork and collaboration. 
In many ways this is true, but the periods of man- 
power shortage are also times when it is possible 


for professions to make gains and to consolidate 
their positions. 

Periods of shortage tend to be periods when the 
requirements of professional training are raised 
rather than lowered (Albee, p. 254).16 


` A good example of the trend of the men- 
tal health professions away from the gen- 
eral problem of delinquency is the move- 
ment of mental health personnel into 
private practice. Professionals in private 
practice tend to treat fewer patients, and 
those who are better educated and in the 
middle or upper socioeconomic classes. In 
1948, 35 per cent of all psychiatrists were 
in private practice; in 1954, over 50 per 
cent of the doctors who completed their 
three-year psychiatric residency went into 
private practice (Albee, p. 80). 18 The same 
trend holds true for psychologists.22 
Even if the actual number of mental 
health workers were adequate, this would 
not solve the problem of their distribution. 
The mental health professions have be- 
come largely "urban specialties." Slightly 
less than 18 per cent of the total United 
States population live in 18 of the largest 
cities, yet 40 per cent of all the psychiatrists 
practice in these cities (Albee, p. 59).16 
The number of psychiatrists in Philadel- 
phia exceeds the total number of psychia- 
trists in North and South Dakota, Idaho, 
Wyoming, Montana, Maine, Nevada, New 


Hampshire, and Delaware, | 
trends of urbanization also h 
the other mental health prof 
p. 61).18 : 

In view of the previous di 
summary observation may be 
certain professionalization 
mental health professions (with s 
ceptions) are inversely related to | 
ment of public mental health ne 
lic goals, such as the reduction 
are not necessarily professional 
professional standards are raised, 
of treatment is typically increas 
availability, decreased. Programs t 
merely to increase and upgrade 
sional training may not reduce the n 
delinquency rate. Programs in y 
fessionals serve as consultants or 
scientists are more promising, 
this, Brinton * has commented: 


Mr. Conant is fond of justifying th 
the Harvard Dental School from training 
dentists to training research workers in d 
icine by citing statistics which showed | 
the dentists in the United States were 
in a body and proceed systematically to 
treating every case of dental caries, it 
them eighty-five years to work their way 1 
Atlantic to the Pacific coast. I'm sure | 
shuddering with me at the thought of 
corresponding figure would be for p: 
or even for less time-consuming and le 
ically costly methods of therapy for the 


Public health goals require the 
dissemination of knowledge, skills, 
ties, and instruments to nonpro| 
For example, the prevention of p 
litis became increasingly realized 
public availability of polio  vaccit 
transferred from immunologists to 
medical practitioners, to nurses, 
nally, to nurses’ assistants. In such’ 
ess, safety and effectiveness must be 
at each step. Perhaps present menta 
concepts and programs do not preclu 


crime, but certain aspects of menta 
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. programming point to very difficult times 
ahead. 
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Foreign doctors in the United St: 


Take a young Japanese doctor who has 
never left his home country before, fly him 
8,000 miles to the United States, assign him 
at once to a large county hospital in New 
York, and, following this transplantation, 
add, all within the same day, a beach party 
at which the foreign doctor is introduced 
simultaneously and overwhelmingly to: (1) 
his supervisors and teachers arrayed not in 
traditional Western street clothes or even 
clinical white coats, but in shorts and bath- 
ing suits, (2) the hospital nurses seductively 
unclad in bikinis, and (3) his steak bleed- 
ing ostentatiously on a paper plate in a 
semiraw condition that the cooks happily 
proclaim to be “nice and rare.” Compound 
these ingredients with confusion, fatigue, 
blaring “background” music, and the din 
of fifty voices, all speaking an unfamiliar 
tongue, welcoming the newcomer at the 
same time—and you have the recipe for 
near-disorientation that a foreign doctor 
faces. 

As one doctor who survived such an ava- 
lanche of new experiences, I should like to 
explore the many factors in a foreign phy- 
sician's adaptation to a new environment 
and the psychologic implications of his 
struggle to get along in the host country. 


Dr. Ogura is staff child psychiatrist at the Kansas 
Treatment Center for Children, Topeka State Hos- 
pital, Topeka, Kan. 
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For the purpose of clarifying und 
ing of the basic problems, I shi 
make some comparisons between 
ess of orientation and adaptation a 
doctor must undergo and the proc 
individual psychotherapy and of 
adolescent psychologic developmen 

Each year, a large number of 
physicians come to the United 
medical training. According to 
tical reports compiled by the 
Medical Association"? in 1949 
about 2,000 foreign medical s 
uates in the United States, trai 


were about 5,000; and by 1961, 
9,935—26 per cent of the total num 
physicians in some type of traim 
1963, the number fell to 7,257, due 
to screening procedures for eligi 
1964, the number soared to 9,61 
beginning of 1965, there were abou! 
foreign doctors training in the 
States. In 1954, they had poured 
more than eighty different count 
1965, they came from more than a 
and twenty countries—from 
every nation in the world. 

In 1965, of 289,000 licensed, 
physicians, about 30,000, or one-tent 
graduates of foreign medical s 
cording to the Institute of In! 


Foreign doctors in the United States 


. Education, 38 per cent of the foreign phy- 


; 


sicians in training were from the Far East; 
19 per cent, from Latin America; 17 per 
cent, from the Near and Middle East; 15 
per cent, from Europe; and 2 per cent, from 
Africa, The country sending the largest 
number of physicians to the United States 
was the Philippines. They represented 
one-fifth of the total number of foreign 
physicians training in the U.S.A. 

Foreign physicians offer many reasons for 


_ training in the United States. The individ- 


ual doctor may sincerely desire to have a 
particular type of graduate medical train- 
ing; he may be just curious about the 
United States as a whole, not necessarily 
only about its medicine; he may be inter- 
ested in earning money; he may want to 
immigrate permanently; he may come be- 
cause of political conditions at home; or he 
may be moved by a combination of these 
reasons. 


The Process of Adaptation 


_ Most foreign doctors start in an Amer- 
ican hospital a few days after arrival, often 
alter traveling thousands of miles. Most 
have never experienced such a long trip, 
and are understandably tired. Besides the 
Physical fatigue from the trip, they often 
Suffer the fatigue that proceeds from the 
‘motional burdens of the expectations, 
jealousy, and even hostility of their rela- 
tives, friends, and colleagues at home. 
Added to this is the immediate problem, 
a soon as they step down from the plane 
or ship, of unfamiliarity with the language. 
heir meager ability to communicate nat- 
ually provokes further anxiety. Then, too, 
ere are adjustments to climatic changes 
and to cultural differences, including al- 
Fw everything in daily life—food, cloth- 
ng, means of transportation, and so forth. 
; he Tate at which geographic distances are 
ze exceeds the human being’s phys- 
in ie emotional ability to adjust to being 
flerent parts of the world within a 
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span of time no longer than a good night's 
sleep. 

To disguise his difficulties in adjusting 
to these initial problems, the foreign doctor 
may use the difference of his own cultural 
background as a screen. Thus, a foreign 
doctor may not fully respond to his duty 
or to another person's requests because he 
is angry for some reason. But he may say 
that he cannot understand the language, or 
that he does not understand the situation 
because of cultural differences. To take 
another example, a foreign doctor may 
overwork, or do unnecessary additional 
work to please others, to be accepted more 
quickly—a device that may have insured 
acceptance in his own culture but that may 
invite only ridicule in this country. 

Because of his uncertainty about the 
American culture, a foreign doctor usually 
goes through a considerable process of trial 
and error to orient himself to the new 
environment. He has to search for a rela- 
tively comfortable position of his own. 
Since the foreign doctor's stay in the United 
States is a mutual enterprise and a con- 
tractual arrangement between him and the 
American hospital personnel and patients, 
there ought to be as much preparation as 
possible before he begins his work. Un- 
fortunately, in most cases such preparation 
is missing or meager. Then, the moment 
the foreign physician meets his first severe 
stress, his continued stay in the country, 
with anything resembling success, may be 
preso doctors try to cope with the 
early difficulties of adjustment in different 
ways. It is common practice among them, 
for instance, to cook for themselves their 
countries’ unique foods once in a while 
when they need a “booster” to keep them 
going. Dress, also, may provide reassur- 
ance (I remember an African doctor who 
needed to have a peculiar-looking hat on 
his head all the time—except when he took 
a shower—to comfort and console him). I 
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recall an Iranian doctor who used to listen 
to a record of folk music, which he had 
brought from his home, whenever he had 
a hard day. An Indian doctor used to take 
a long walk in silence whenever he felt 
"blue," as this was apparently one of the 
common ways of dealing with difficulties in 
his home country. And then there was an 
extremely jovial, energetic Egyptian doctor 
who used to play wild music on the piano, 
or on drums, or sing noisy songs, to forget 
the bad experiences he had had that day. 
After he has achieved some success in his 
initial adjustment, the foreign doctor faces 
new problems. To adapt successfully to a 
different culture, he has to isolate himself 
from his original orientation or identity 
and establish standards that must be ac- 
ceptable to him as well as to the new society 
orculture. He has to find where he fits best 
in the environment by considering what he 
should abandon of his old culture and what 
he should, or can, pick up most comfortably 
of the new. This could mean, for some, 
getting used to a special kind of food or to 
a certain kind of clothing or particular 
physical appearance, or, for others, develop- 
ing an interest in a specific area of creative- 
ness that can be shared with Americans. 
Above all, the foreign doctor has to estab- 
lish a concept of self that, as seen both by 
himself and by others, is unique, probably 
different from what it was, yet acceptable. 
This is a challenging process and, at the 
same time, a painful and difficult one, be- 
cause the doctor has to abandon part of 
what he used to be. To cast off a part of 
oneself, one needs psychologic flexibility, 
resiliency, and strength, much of which 
comes from a healthy personality built up 
over the years. Casting off or losing some- 
thing is harder than adding something on to 
what one already has. The process of “‘ident- 
ity formation" is thus a combination of 
abandoning and picking up. What one 
abandons and what one picks up are highly 
individualized, depending on what country 
the visitor is from and what kind of a person 
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he is. If he has even a little in eo 
with American culture, he is often better 
able to manage a fairly successful adjust. 
ment to the new society—for instance, 
through a religious affiliation or a deliberate 
preoccupation with scholastic or academic | 
interest. The process of adjustment is, in | 
any case, an ongoing one, and new insights | 
and constant effort are needed to achieve | 
success. | 

Since the adjustment process depends on 
reciprocal interaction between the foreign 
doctor and those in his new environment, it 
is necessary for both to share the success, 
satisfaction, happiness, and responsibility | 
or failure—of the enterprise. Benefits can 
accrue to both parties from this shared ex 
perience. l 

In his effort to adjust to the environment, 
the foreign doctor cannot remain passive or | 
dependent forever. It becomes increasingly 
necessary for him to share responsibility as 
an individual and as a physician, whose pt 
mary concern is to give care to the sick. 

In the foreign doctor's search for idem 
tity, his colleagues, his patients, and othets 
challenge his comfortable self-image, ev? 
after he has achieved some degree of assur- 
ance. The challenge may take the form of 
a demand for more responsibility or involve 
ment in situations in which not only his 
medical knowledge and skill, but also his 
total personality is involved. Or it my 
take the form of testing the degree of as 
similation of the culture that he thinks he 
has achieved thus far. For example, s 
colleague may keep reminding the mier 
that he is a "foreign" medical school er 
ate in such a manner as to imply that 1 
basic medical education was of a lowet leve 
and that, therefore, he should ema 
observer or bystander. Or another ts 
league's manner may be friendly, but 

SU t is a VE 
may reply, or even say: “I know 1 ip 
difficult thing for you to be in 4 ipis e 
land; therefore, I would not expect 25 V^ 
of you as I would of American doct ud 
Still another colleague may manifest 4 


cere and friendly interest, ask openly if the 
foreign doctor has any difficulties, and offer 
tohelp. How the foreigner accepts such an 
- offer of friendly assistance is an indication 
of his degree of adjustment. 

A patient may challenge a foreign doctor. 
. He may teasingly imitate mannerisms that 
are assumed to be unique customs of the 
doctor’s home country, or use some words 
of the doctor’s native tongue to make fun 
ofhim. Although about twenty years have 
passed since the end of the Second World 
War, doctors from Germany or Japan are 
more subject to hostile challenges, particu- 
larly from young patients, than those from 
other countries, Doctors whose physical 
appearance makes them identifiable as 
members of a certain race or doctors who 
have rather distinct accents may have more 
ordeals than others not so easily identifiable 
as foreigners. 

Sometimes a foreign doctor may be in- 
ited to speak, as a foreigner, about various 
subjects before community organizations. 

Such experiences present a challenge with 

Tespect to identity formation. 

_ Because of his uncertainty about achiev- 

Ing identification with the American cul- 
ture, the foreign doctor may flatter Ameri- 
cans in order to avoid challenges, going 
unrecognized, or being neglected. This flat- 
tery may take different forms, according to 
the individual and the particular situation. 

Only through laborious experimentation 
and trial and error will it be possible for a 
reign doctor to find himself, establish 
E and use himself meaningfully in 

“Justing to his environment and then ar- 
Ding at a fruitful plan for the future. His 
E may change as he himself undergoes 
ES E the process of adjustment. One 
ES est signs that a foreign. doctor has 
Hus t Successful adjustment in America 
E. xd able to evaluate his eye 
failed. recognize areas in which he has 
| Eo Criteria of success or failure are 

Sly individual, but there must be some 
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common to the majority of foreign doctors. 
They may include acquisition of post-gradu- 
ate medical training and skills, confidence 
of having gone through a hardship and 
having proved oneself, an awareness of per- 
sonality growth through various experiences 
and experimentations, the prestige or status 
attached to having been in the United 
States, new friendships, and the gaining of 
much new knowledge. 

With a few exceptions, the foreign doc- 
tor must eventually face terminating his 
stay and preparing to return to his native 
land. Through his stay in the U.S.A., he 
has, by various means and mechanisms, 
sunk roots into the American culture, Dur- 
ing the final stage of his stay, he runs into 
an ironical dilemma: the more successful he 
has been in identifying himself with Ameri- 
can culture (and establishing a comfortable 
position for himself despite many difficul- 
ties), the harder it is for him to make the 
move back home. When he was struggling 
to identify with American culture, it was 
necessary to cast off his previous orientation 
and some portion of himself in order to ac- 
quire an image acceptable to the new en- 
vironment and to himself. Now he has to 
reverse the process to some extent, and still 
has to maintain an integrative pattern or 
integrity of his own. : 

To prepare for readaptation to his coun- 
try of origin, the foreign doctor tries to re- 
call his old patterns and the cultural 
orientations of his own country, which now 
oalien. The anxieties, fears, doubts, 
and questions as to how successful he will be 
in readjusting to his original culture will 
be doubled when he remembers the over- 
hope, jealousy, and even hos- 
tility shown by his own people when he left 
for the United States. The excuse of being 
a “foreigner” that he could use in coping 
of the initial problems in the 
ainful 


seem si 


expectation, 


with some 
United States in order to escape p 
r responsibilities will not be 


experiences © : 
us He will have to 


appropriate at home. 
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struggle legitimately for a reasonable resolu- 
tion of many complex difficulties. 

The friendships he has established will 
help to see the foreign doctor through the 
period of separation from the United States 
and readjustment to life at home. It will 
be with mixed feelings that he leaves the 
country and returns to his motherland. 

Every foreign doctor goes through certain 
processes, regardless of his nationality, back- 
ground, previous experience, and original 
purpose in coming to the States. These in- 
clude the process of engagement (by which 
he tries to deal with the initial problems); 
the working-through processes (in which he 
continues to try to find better adjustments, 
establish goals, and evaluate his progress); 
and the terminating process (in which, after 
achieving some success in adjustment, he 
prepares to leave for, and readjust to, his 
home country). 

This division of processes may be too 
Schematic or arbitrary. For some foreign 
doctors the situation is certainly different. 
An Iranian physician I knew stayed in this 
country only several months because he 
missed home so much that he was unable to 
adjust to the new environment to any de- 
gree. A Rumanian doctor I remember fell 
in love with a nurse and married her. Chil- 
dren were born one after the other, and it 
seemed that practically all his time was 
taken up with child-rearing and household- 
managing, rather than with academic pur- 
Suits or a struggle for adaptation to the new 
culture. Finally, his efforts at adaptation 
became absolutely impossible. And then 
there was a group of wealthy doctors from 
Argentina. They planned to stay only a 
year or two, and it was obvious that their 
purpose in coming to the States was to have 
as much fun as possible. "This goal was re- 
flected not only in the quality of their pro- 
fessional work, but also in their total atti- 
tude toward living. 

There is much diversity in the life style 
and attitude of foreign doctors. Yet most of 

them go through the psychologic processes 
just described. There seems to be a simi- 
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larity between these processes and those in 
individual psychotherapy and in the devl. 
opmental processes every adolescent goes 
through as he grows up. 

Just as the foreign doctor has to face prob. 
lems in the early stage of his stay in the 
States, so in individual psychotherapy dos 
the patient when he comes to a physician 
with some purpose and enters into the ini 
tial stage of a therapeutic relationship. In 
this, the client searches for factors that hay 
caused his difficulties and pains. In recop 
nizing them, and in getting to know hor 
things are to be handled in the therapeuti 
relationship, he comes to realize what hi 
position is, what is expected of him, and it 
what direction he is supposed to be going 
On the basis of this understanding and 
realization, and of the relationship that now 
exists with the physician, the contractual 
arrangement can move on to the next stage 
—the working-through process. i 

In this stage, the patient and the physi {f 
cian try to understand the meanings of the 
patient's difficulties, so that the patient ci 
achieve real insight and resolve the prob 
lems that he faces every day. He also tries 
to manage any conceivable difficulty in the 
most economical way, and thus obtain max 
mum benefit from the unique relationship 
with the physician. 

The vl or quality of the pote 
that foreign doctors face and that have ; T 
be worked through may be different E^ 
those in individual psychotherapy, s 
there is similarity between the two M 
the problems have to be worked ie el 
the basis of the intense engagement m 
lationships that have been establi 
The manner in which this working te 
process is carried out also seems to ae | 
very similar to that by which the ado nicde 
usually develops, as will be discussed 2 
later. : 

After the painful and difficult M 
through process and after the adm ‘ade 
of desirable results, the final stage 5i, 
vidual psychotherapy comes, i abt e" 
patient has to recapitulate the who 
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—the relationship, achievements, and fail- 
ures. He must then resolve the problem of 
“separation from the doctor. Now the pa- 
tient is on his own, and has to make full use 
"of what psychic resources he has, including 
"those he has gained through the relation- 
"ship with the therapist. For foreign doc- 
“tots, the process is almost the same. 
As most textbooks on the subject indi- 
‘tate, adolescents face several problems 
B their development. These prob- 
"ems are similar to those of the foreign doc 
tors adjustment. 
E They try to establish their own self- 
Concept or identity To do so, they have 
«toisolate themselves from their original ob- 
jet relationships, that is, from their par- 
ents. The standard they establish as their 
i has to be acceptable to themselves as 
Well as to the society in which they live. So 
"itis with foreign doctors, who must find ac- 
"tptable standards for themselves in a new 
Society. 

P (2) Adolescents have to make some ad- 
gustments or adaptations to handle cultural 
liferences and the implications of these 
erences. ‘They are in a stage of life in 
wh ich they have unique physical, physio- 
logic, and biologic characteristics that are 
Somewhat like a different culture as com- 
Pared with other stages of life, with the 
Ossible exception of the climacteric. To 
Make the best adjustment, they have to go 
‘through much trial and error. This is very 
Ime of the foreign doctor's experiences in 
Ims of cultural differences. 
4, @) The adolescent has to establish a 
‘healthy relationship with the opposite sex. 
*0 do this, he has to be comfortable with 
What he is. Since it is a mutual relationship, 
‘ability to share things with a partner is 
| utial. The relationship between the 
“ign doctor and the American people 
this paradigm very well in terms of their 
ating things, 
4) Adolescents must develop a sense of 
Onsibility. "Their ability to sense where 
3 belong and what their responsibilities 
6 depends, in large part, upon a sense of 


their own value. So it is also with foreign 
doctors. 

(6) The adolescent also has the task of 
achieving a sense of being himself and a 
sense of unity within himself—based on 
what other people think of him and what 
he thinks of other people. He must take 
what other people think of him and what 
he thinks of himself and weave these images 
into a unity—a sense of being. The foreign 
doctor must go through the same process, 


Summary 

The whole of the experience that the 
foreign doctor undergoes involves not only 
knowledge, skill, and intelligence, but also 
his whole personality; and the total impact 
of this experience is enormous. Almost a 
fourth of the physicians in training in the 
United States today are from foreign coun- 
tries, and these doctors are playing impor- 
tant roles in the care of the sick. It is essen- 
tial to recognize the importance of the 
psychologic implications of the foreign phy- 
sicians' experience here, so that the goals 
of both—physician and medical establish- 
ment—may be promoted: effective medical 
training for the doctors, and better care for 
their patients. 
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Leisure activities of schizophrel 
patients after return 


There has been little systematic study of the 
leisure activities of psychiatric patients in 
the community. Robertson 1 surveyed the 
chief types of recreation of 953 patients be- 
fore admission to an English mental hos- 
pital. Harrington and Cross,? also in Eng- 
land, studied the activities of 187 psychiatric 
patients prior to the onset of their acute 
symptoms. Neither study found a signifi- 
cant relationship between the leisure ac- 
tivities of these patients and their subse- 
quent psychiatric diagnoses or responses to 
treatment. 

The present investigation is concerned 
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with the leisure activities of a 
adult male schizophrenic patients 
lease from three psychiatric hospi! D 
attempt was made to find out how 
activities in the community compa 
those of "normal" adult males in 
amount of activity. The study 
designed to determine the relations 
tween number and type of leisure ac 
including intensity of participation, 2 
psychiatric condition and work sta 
the patients after nine months in 
munity. E 
Harrington and Cross? have pointe 
that many psychiatrists assume tM 
mental health of a person depend 
proper balance between work and CN 
and that "a failure to use leisure 
sensibly is often a precursor and an i 
paniment of mental illness.” Leisun 
tivity is particularly important for 1 
schizophrenic patients because they usu 
have large amounts of free time. E. 
Many schizophrenics, particu y 
from Veterans Administration ; 
do little work after returning to thi 
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munity. In a study of a large number of 
adult male schizophrenic Veterans, the Vet- 
erans Administration Program Evaluation 
Staff 3 found that, after nine months in the 
community, “70 per cent of the total time 
during which the overall sample was avail- 
able (for work), it was not employed; 23 per 
cent of the time was spent in full-time non- 
sheltered employment."  Fifty-three per 
cent of the sample had not done even three 
days’ work in any one week during the nine 
months of the follow-up study. About half 
of the subjects had made no definite effort 
to find a job. Such factors as the somewhat 
advanced average age of the sample, the 
prejudice of some employers against hiring 
former psychiatric patients, and the receipt 
of a pension or other compensation contrib- 
uted to the high rate of unemployment. 
However, the main reasons for not working 
were found to be the poor emotional and 
mental integration of these ex-patients. 


Method 


The subjects in the present study were 
172 adult male schizophrenics who had been 
Teleased from three Veterans Administra- 
tion Psychiatric Hospitals in widely sepa- 
tated areas of the country—Colorado, 
Indiana, and North Carolina. The sub- 
jects ranged in age from 18 to 55, with an 
average age of 38. Their educational 
achievement ranged from 1 to 16 years, 
With a mean education of 10 years. Most 
of the subjects were from the upper-lower 
or middle-lower social and economic class. 
None had any major physical disability 
that would prevent him from participating 
In ordinary recreation or work. 

These ex-patients were also subjects in a 
broader study, made by the Program Eval- 
uation Staff at 12 hospitals, of work in the 
community after hospitalization. Each sub- 
Ject’s condition was rated by a psychiatric 
Social worker nine months after he had left 
the hospital* Each ex-patient was rated 
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as to his participation in each of 20 activi- 
ties on a scale ranging from 0 (no participa- 
tion) to 4 (frequent, interested. participa- 
tion). Two measures of participation were 
thus computed for each subject: the num- 
ber of the 20 activities in which he had par- 
ticipated, even if to a limited degree, and 
the intensity (personal involvement) of his 
participation in these activities. "This was 
accomplished by summing for each ex- 
patient his participation score in each of 
the activities. The resulting total gave an 
estimate of the "intensity" of the subject's 
leisure activities. (We have called this 
measurement a “weighted participation 
score”; it is a more meaningful, yet more 
subjective, measurement than the first one.) 
In addition, the sum of the rating of all 
subjects for a specific activity gave a meas- 
ure of the popularity and availability of 
that activity. 

The social worker found out how much 
time each subject had spent working during 
the first nine months after leaving the hos- 
pital. He also evaluated the subject’s de- 
gree of mental illness (hereafter termed 
“mental status”) on a six-point scale rang- 
ing from 1 (not at all ill) to 6 (extremely ill), 
"This information was used to evaluate his 
community adjustment. The first criterion 
of adjustment was whether the ex-patient 
did any work for pay during nine months in 
the community. The second criterion, men- 
tal status, was perhaps the more relevant of 
the two, but may have been somewhat “con- 
taminated.” The social worker may not 
have been able to keep his knowledge of 
the subject’s leisure activities from influenc- 
ing his judgment of his current mental 
status. Perhaps the interviewer, like the 

sychiatrists referred to earlier? tended to 
consider how a person spent his leisure time 
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as one element in rating the degree of men- 
tal disorder. 

The interviewer also obtained informa- 
tion as to whether the ex-patient performed 
an activity alone, with a significant “other” 
(usually wife or mother), with other mem- 
bers of the family, or with persons other 
than family members. 


Results 


The most frequent leisure activity of 
these patients in the community was watch- 
ing television and listening to the radio. 
This was true of 97 per cent of the subjects, 
for 72 per cent of whom this activity was 
frequent. Other common leisure activities, 
in order of frequency, were reading news- 
papers, going for drives, visiting friends 
and relatives, reading material other than 
newspapers, attending church, working in 
garden or yard, and engaging in hobbies. 
Not one of our subjects took any part in 
dramatics; very few attended a lecture or 
play, took a correspondence course, or 
played a musical instrument. 

Therapists planning recreation for schiz- 
ophrenic patients need to know which 
sports and hobbies the patients preferred in 
the hospital and which of these activities 
were continued in the community. Be- 
fore leaving the institution, our subjects 
named their favorite recreational activities 
in the hospital "The most favored activi- 
ties were watching television, playing pool, 
reading, watching movies, swimming, tak- 
ing walks, softball and baseball, volleyball, 
playing cards, dancing, bowling, listening 
to music, and attending parties. These 
choices expressed an interest in far more 
sports and social activities than the same 
patients showed in the community. Pa- 
tients expressing a liking for passive ac- 
tivities in the hospital, such as watching 
television or reading, almost always con- 
tinued these activities after leaving the hos- 
pital. On the other hand, patients express- 

ing a liking for sports and entertainment 
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involving interaction with other people sel- 
dom continued these in the community, 
For example, 43 patients chose playing pool 
as the preferred leisure activity in the hor 
pital, but only five of these men played pool 
in the community. Nineteen. chose swim 
ming, 18, softball and baseball, 16, volley: 
ball, and 10, attending parties; but none 
of the patients making these choices actually 
engaged in these activities after returning 
to the community. í 

Bowling and playing pool were tht 
sports most frequently enjoyed by our sub 
jects once they were in the community, Of 
the 172 subjects, 15 participated in each of 
these. No more than three ex-patients par 
ticipated in any other sport. 

If one excludes watching television and 
reading, most of the subjects had no hob 
bies. Only a very small number of these 
ex-patients participated in energetic hob 
bies, even though such activities wert 
counted if there had been only min 
imal or token participation. The thre 
most frequently listed hobbies were watch ; 
ing athletic contests (eight subjects), doing 
handicrafts of various kinds (eight sub 
jects), and listening to music (seven sub 
jects). Of these three hobbies, watching 
athletic contests and listening to mor ' 
usually quite passive, and only doing han 
crafts could be considered active or creative 

It was possible for subjects to perm 
in an activity, but infrequently and wi 
little interest. We devised an bes 
score based on both a subject's igs 
participation and interest shown. IM 
tensity scores for television showed that dé 
of 172 subjects watched television m ù 
community, and usually with conn 
interest. Few subjects participated in 3 
bies, but those that did also shovel i 
siderable interest in them. Most E 
subjects read newspapers and were E 
on automobile rides; a moderate o 
was shown in these activities. The ps 
jects attending church, as well as the 


taking part in sports, showed moderate in- 
terest-in these activities. 'The subjects usu- 
ally showed a low interest in participating 
jn the other activities surveyed. 
The patients who were more active in 
¢creational activities while in the hospital 
showed a significant tendency toward 
ater participation in leisure activities 
ting their nine months in the community 
n did the less active patients. 
Th seeming contradiction to earlier find- 
igs ^* on “normal” populations, the aver- 
Page of our subjects was not significantly 
tlated to the number of different leisure 
‘tivities they participated in or to the 

amount of their participation. The num- 
Ter of activities and the amount of partici- 
Ae of the married, separated, or di- 

Yorced subjects were not significantly differ- 
tt from those of the subjects who had 
Never married. 

"We had thought that participation in 
certain types of activity in the community 
Might predict working behavior and men- 
fal status at nine months. This was found 
not to be the case for the three following 
Soups: (7) ex-patients participating in 
Sports, hunting, or fishing; (2) those who at- 
bos club meetings or went to parties or 
dances; (3) those who participated in hob- 
bies or home study courses, attended lec- 
tures or the theatre, or went to movies. 
Seemingly, participation in no one type of 
Activity was predictive of superior mental 
Matus or of work. 

f tal status of a subject after nine 
months in the community was significantly 
Mated to the number of leisure activities 
In Which he participated, his weighted par- 
ticipation score, and whether he took part 
: leisure activities with people other than 
mbers of his family. More favorable men- 
Status was associated with more activi- 
higher participation scores, and some 
JVity with a person outside the family. 
mer a patient worked in the com- 
mity or not was related only to his 
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amount of participation in the 20 leisure 
activities studied; high participation scores 
were associated with a greater likelihood of 
compensated work. 


Discussion 


It is difficult to compare findings on rec- 
reational participation from different 
studies. The ages, incomes, and social 
classes of the samples used are different, 
the activities measured vary and are cate- 
gorized in unique ways, the specification of 
the amount of participation is either 
vaguely defined or different from other 
studies, and the time period studied varies 
considerably. 

Since 1950 there have been at least three 
extensive surveys of recreational participa- 
tion of "normal" American adults. The 
1962 survey of the Outdoor Recreation Re- 
sources Review Commission (ORRRC) * 
sampled 2,750 adults. It studied partici- 
pants among heads of households and their 
spouses in ten listed recreational activities 
plus any other leisure activities spontane- 
ously mentioned. This seems to be the 
most extensive study reported concerning 
recreation; but, for comparative purposes, 
it has a disadvantage in that it is oriented 
primarily to outdoor recreation, The 
Opinion Research Corporation (ORC)* 
study of 1954, based on a national “proba- 
bility sample” of 5,021 people age 15 and 
over, attempted to find s Mignon 
of le en, "yesterday" in various 
iita The J. A. Ward study 
of 19547 was based on the mean amount of 
time between 6 A.M. and 11 P.M. devoted to 
certain listed activities (not all of which 
were recreational) by a sample of about 
1,600 people. Obviously, one must exercise 
considerable caution in comparing the pres- 
ent data with those from any of the above 
three surveys, particularly the last two men- 
tioned. 

Some idea of the relative amount of par- 
ticipation in nine important leisure activi- 
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ties can be obtained by comparing “fre- 
quent participation" of our subjects with 
"regular participation" shown for adult 
males in the ORRRC report. The ratios 
participating for the latter group are higher 
for each of the activities. Nearly as high 
a proportion of our subjects reported par- 
ticipating in use of television and radio, 
reading, going for pleasure drives, and at- 
tending church and clubs as were shown 
for the normal male group. However, 
markedly lower ratios of our subjects re- 
ported participation in sports, working in 
garden or yard, hobbies, visiting friends 
and relatives, and attending lectures and 
plays. For example, 55 per cent of normal 
adult males took part in sports regularly, 
but only 12 per cent of our ex-patients re- 
ported such participation. Sixty-three per 
cent of the ORRRC sample visited friends 
and relatives regularly whereas only 23 per 
cent of our sample reported such visits. It 
may then be concluded that the subjects in 
this sample participated much less fre- 
quently in recreational activities than does 
the average American male. 

The inactivity of the ex-patient popula- 
tion can be further shown by what they 
didn’t do in the month studied. For ex- 
ample, of the 172 ex-patients, 97 per cent 
never attended a lecture or went to a the- 
atre, 92 per cent never went to a library, 
87 per cent never went fishing or hunting, 
84 per cent didn’t attend or even belong to 
a club, 81 per cent took no part in sports, 
79 per cent had no hobby, 68 per cent never 
went to movies, 60 per cent didn’t write 
letters, 60 per cent didn’t use the telephone, 
54 per cent didn’t go to church, and 11 
per cent did no reading of any kind. ` Ex- 
patients participated in a mean of only 6.6 
activities of the 20 investigated. 

The authors do not maintain that the 
diagnosis of schizophrenia and the hospital 
stay of this sample are the only reasons for 
the subjects’ low participation in leisure ac- 
tivities. It has been shown 59,5 that lei- 
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sure activities of most kinds tend t 
among men of small income, limite 
tion, or advanced age. The n 
present sample, as a group, 
average in both social class and inco 
would attend few lectures and plays 
or not they were schizophrenic. 
difference in social class or incom 
scarcely account for the large di 
tween this sample and a normal 
such activities as working in the 
yard and visiting friends and 
Other studies ^? have suggested tf 
amount of participation in these 
has little relation to the social cla 
come of the participants. 
The most frequent community at 
of our subjects were all rather p: 
requiring a minimum of physical or 
activity. These were not the type 
tivity in which one could set goals ofi 
or performance and thus feel a 
failure or guilt from lack of attaii 
Certainly watching television, listi 
the radio, reading, and visiting fri 
relatives are passive and noncompetit 
tivities. Others of the nine most fte 
activities of our sample might be con ! 
somewhat active in a normal popu 
but apparently they were not for 
patients. For example, going for @ 
was considered passive because 82 
took drives with other people who, à 
ing to the reports of the social 
usually did the driving. Going ti 
was passive because only 18 per ce 
church-goers ever attended alone i 
if any, ever took any responsibility 
church. Seemingly they were 
church by their families or fos" 
sponsors. There was no activity de E 
requiring extensive physical activity» 
centrated effort, or real initiative amore 
most frequent activities. f 
Use of television and radio wal 
the most frequent leisure activity of 
subjects. Earlier studies have also 
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that watching television was the most fre- 
quent leisure activity among the general 
population 5 ê and for British psychiatric 
patients before entering treatment? Clearly 
most of our subjects watched television 
often, either from choice or because other 
members of the family were utilizing the 
most convenient living spaces for that pur- 
pose. 
Whether a subject’s intensity score was 
above or below the average for the entire 
- group of subjects was not related to whether 
he worked or to his mental status after 
nine months in the community. Only the 
total amount of recreational activity of a 
subject in the community was significantly 
related to whether he did any work. In an 
earlier study by the present investigators,? 
the amount of recreational activity in the 
hospital by individual patients was not as- 
sociated with the amount of time subse- 
quently spent in the community, mental 
status after nine months, or whether the 
patient worked. Variables at departure 
from the hospital that did differentiate pa- 
tients who worked from those that did not 
Were an optimum amount of energy dis- 
played in speech, gait, and posture, a more 
favorable mental status, a reported prefer- 
ence for outdoor sports, and a dislike for 
table games.» 10 
Our survey supports the findings of Har- 
tington and Cross ? that there are consider- 
able differences between what patients say 
they want to do and what they actually 
do. The National Recreation Association * 
found the same mechanism operative in the 
general population. Eight of the ten most 
frequently chosen leisure activities were pas- 
aye or sedentary, whereas all but one of the 
activities most aspired to were active pur- 
suits. Anderson ?? tells us that when people 
are asked what they do with their leisure 
time they apparently give answers aimed to 
fit the social expectations of their listeners. 
Why is it that many patients express 4 
Preference for sports and social activities 
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and then, in the community, do not par- 
ticipate in this type of activity? Possible 
explanations are the following: 

(1) These subjects, as a group, display a 
lack of energy, because of which they would 
be more content to remain passively in their 
homes. Hodgen and Reimer, McFarland 
and Huddelson;4 Rice, Rosenberg, and 
Radzyminski,5 and Rosenberg and Rice 1* 
have all shown that schizophrenic patients 
have a lower level o£ physical fitness than 
normal subjects. A considerable number 
of the present sample did not seem to be 
physically able to take part successfully in 
active sports. Often they did not recognize 
this fact because of disordered thought 
processes. 

(2) The patients with better mental 
status have some doubts about their ade- 
quacy and physical ability. Expressing 
preferences for such activities as hunting 
and fishing, baseball, and bowling not only 
serves to reassure the patients but, hopefully, 
enhances their images. Just saying that they 
are interested in active sports and social 
activities may make the patients feel more 
adequate. 

(3) The ex-patients, partly through lack 
of judgment and partly through lack of 
recent community experience, did not fully 
appreciate the difficulties in participating 
in sports and social events. As Anderson 2 
points out, most of these activities call for 
“planning, getting dressed, going to places 
and arriving on time; getting organized. 
Also, our subjects had little consideration 
of the cost of such activities. When they 
stated that they were interested in playing 
golf, they did not consider the cost of fur- 
nishing their own equipment or the fact 
that there was limited availability of golf 
courses in the neighborhood where they 
would be residing. 

In the ORRRC study," 60 per cent of the 
people interviewed expressed a desire to 
engage in more outdoor activities. When 
asked what prevented them, 52 per cent an- 
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swered "lack of time.” Most people crave 
more free time. On the other hand, Har- 
rington and Cross ? pointed out that many 
psychiatric patients did not regard their 
free time as a precious commodity that 
could be used for pleasure or advantage. 
These investigators remarked that "it was 
often difficult to see how so much time 
could apparently be filled with so little." 
Our interviewers often expressed the same 
thought. Most of our subjects had little 
realization that the use they made of their 
leisure time might be related to the success 
of their adjustment. Most men and women 
work to obtain free time, and carefully plan 
how to spend it. For many of our subjects, 
their large amount of free time Was some- 
thing to be endured with boredom and 
resignation. 

Anderson!? has also pointed out that 
many people think that leisure time must be 
earned; it can be enjoyed only if a person 
"has earned it by the sweat of his brow.” 
Many schizophrenic patients returning to 
the community have a history of not work- 
ing or making constructive social contri- 
butions in the previous few years In our 
culture they may fee] guilty about this, and 
such guilt possibly could inhibit them from 
participating in, or enjoying, leisure ac- 
tivities as much as normal men of their age. 
Certainly our interviewers had the impres- 
sion that the ex-patients of this study se- 
cured little enjoyment from their leisure 
activities. 

Most former schizophrenic patients need 
to participate in recreational activities in 
the community to help them keep physi- 
cally fit and to prevent deterioration of their 
intellectual and socia] abilities. This study 
has indicated that male schizophrenics who 
return to the community, if left to their 

own devices, do not Participate in active 
recreation to the extent that they should. 
This may well be true for other patient 
groups also. Former mental patients need 
to avail themselves of community recrea- 
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tional facilities. Participati 
nity recreational programs 

need to be prescribed for the 
tient by his hospital physici 
ferral made to the recreatio 
the ex-patient’s home comm 
program itself would need to 
directive, with the therapist 
ticipation in specified recreatio 
until the ex-patient had establ 
of self-engagement. In the 
the activities that patients sai 
enjoyed in the hospital were 
that were prescribed and contr 
considerable extent by the the 


Summary 


The purpose of this study 
information about the recrea! 
ties of psychotic patients after 
returned to the community. The § 
were 172 adult male schizophreni 
leaving three Veterans Adminis 
pitals. Each subject was int 
evaluated at the time he left 
and again after nine months in | 
munity, 

This group of ex-patients d 
fewer recreational activities i 
“normal” male adults. Their n 
tional activities in the community 
passive and involved little physical 
or creativity. Watching television | 
far the most common activity. OU 
quent activities were reading, listeni 
radio and music, going for drives, W 
relatives and friends, and attendin| 
or club meetings. There was lit 
pation in sports or hobbies. "d 

The two criteria of communi AM 
ment were (7) whether the ex-patie 
any compensated work and (2) 
status after nine months. Only 
amount of community recreation 
pation of an ex-patient was 
whether he did any work. Favo; 
Status was significantly related to th 
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ber of recreational activities, amount of 
recreational participation, and engaging in 
recreation with people other than the pa- 
tient’s immediate family. 

Patients who indicated a preference for 
sports while in the hospital seldom actually 
participated in them after returning to the 
community. On the other hand, patients 
who indicated that they preferred passive 
activities, such as watching television and 
reading, almost always participated in these 
after returning to the community. 

These ex-patients frequently did not re- 
gard their leisure time as an asset to be en- 
joyed or used for self-improvement. Many 
schizophrenic patients leaving the hospital 
definitely need recreational guidance from 
community workers until they have formed 
à habit of participation in recreation of 
their own accord. 


Addendum 


More complete data supporting the above con- 
dusions can be obtained by writing to the senior 
author, * 
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IRVIN A. KRAFT, M.D., HOUSTON, TEX. 


Volunteers as social-worl 
technicians in a chili 


In the evolution of medicine, so many tasks 
have become necessary for the appropriate 
care of the patient that physicians have 
trained others for many "paramedical" 
duties. Selected nonmedical personnel are 
Biven special instruction in the technical 
aspects of medical procedures. They play 
an important role in the care of the pa- 
tient, for their observations (x-rays, blood 
chemistries, vital signs, and so forth) are 
integrated by the physician into his total 
understanding of the patient. 

The psychologically oriented professions 
(except in experimental procedures) have 
not evoked similar assistance. They have 
recourse to tests and questionnaires; but, by 
and large, their emphasis is still on the per- 
sonal contact of the individual professional 
with the patient. Child psychiatry units, 
too, especially community child-guidance 
centers, have resisted changes in their modus 
operandi. 


History of the Project 
To eliminate procedures (such as taking 
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psychiatry clinie 


the usual detailed social history) that kl 
not seem to contribute appreciably to 

psychiatric resident's learning process, K 
thought of utilizing social-work technic w| 
but none was available. We had no fund j 
for training them. Faced with these facis, 
we began, six years ago, to train volunteer 
for technical tasks that could be splint 
off from the duties of the child psychia 
the psychiatric social worker, and the 
ical psychologist. Hi 

The initial group of volunteers c 
from a class in child development P 
taught at the Women's Institute ^ E 
ston. As the group's interest in n i 
subjects increased, a local phil 
sponsored a course, under the d 
two other professionals and myself, t “adh 
cluded certain clinical experiences, " 
as observing the staff presentation ofa 
ily or a diagnostic conference. 

A behavioral history booklet * was a 
pared for the use of residents and volunteer 
in interviewing mothers about om 
troubled children. We trained pui a 
of women to use this structured book " j 

* Kraft, I. A., and Call, L. J.: Behavioral hr 
Form: Experimental Format No. 5, Houston» | 
(published by author), 1962. 
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One group of women, from the Junior 
League of Houston, worked in the Junior 
League Outpatient Department of Texas 
Children's Hospital as part of their required 
srvice. Most of these women were young 
matrons in their late twenties or early thir- 
ties, They underwent no special screening. 

The workers in the child psychiatry clinic 
of Baylor University College of Medicine 
and the Houston State Psychiatric Institute 
all came from the original study group of 
thirteen women, each of whom brought to 
the group two friends whom she had se- 
lected on the basis of personal acquaintance 
and her experience as an interviewer. A 
one-page vital data sheet was completed by 
these trainees. This group expanded itself 
by word-of-mouth recruitment. Most of 
the trainees who worked in the child psy- 
chiatry clinic were college graduates in their 
late thirties and forties. All but a few 
were mothers with children in high school 
or college. A number served on boards of 
Service agencies in the community, includ- 
ing the mental health association, family 
services, youth groups, and church organi- 
zations, 

After the rather casual recruitment of the 
first few months, the two groups formed a 
dass that met with me for a weekly one- 

anda-half-hour lecture-seminar for explana- 
tions of the interviewing technique. The 
behavioral history booklet served as a text. 
Each item of information to be checked 
Was explained, usually with clinical ex- 
amples, Appropriate literature was used 
| 5 anaes the “why” of a particular part 
id booklet. I attempted to interest the 
qe - in concepts of behavior, to * desensi- 
E em to the strangeness of clinical 
n fein and to demonstrate the phraseol- 
ion Ama used to obtain informa- 
Bes ealizing that this material might 
Jupe anxIcty I welcomed interruptions 
ee aga and comments, but carefully 
Ww personalized questions. 
hen the group completed the 20-hour 


course, each trainee sat in with an expe- 
rienced volunteer to observe her technique 
in interviewing a mother. When the trainee 
recorded her first interview, I examined it 
and wrote a brief commentary or critique. 


Operation and Evaluation 


The behavioral history interview comes 
early in the consultative process at our 
child psychiatry clinic and at the outpa- 
tient department of Texas Children's Hos- 
pital After an intake has been received, 
the volunteer calls the mother for an in- 
terview at the clinic. Until the worker 
gains experience, the interview may take 
about two hours; but with time and confi- 
dence she may need only an hour for a 
complete history. The completed booklet 
then becomes part of the work chart, which 
the resident uses for his consultation—the 
next step in the clinic procedure. 

We find it necessary to emphasize the con- 
fidentiality of the interview material, The 
volunteer learns how this interview forms 
part of the doctor-patient relationship and 
how sacred privileged communication is. 
We have closely watched for breaks in this 
over the years, but no major complaints 
have been received. Only one volunteer 
has broken the rule. She was “eased out" 
of the work shortly thereafter. 

This use of volunteers as social-work tech- 
nicians has had widespread community im- 
plications. At the time of the organization 
of our child psychiatry training unit, there 
was little community awareness, or knowl- 
edge, of child psychiatry. During the first 
two years of the unit's existence, it derived 
patients from a large school district. In the 
tumultuous days of the unit's beginning, 
understanding by the community of the 
child psychiatry clinic was vital. One way 
to obtain this lay in direct experience by 
significant persons from various segments 
of the community, who thus gained greater 
emotional as well as intellectual understand- 
ing of mental health problems. Since child 
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psychiatry often meant community psy- 
chiatry, even for a training and research 
unit, the early relationships built by this 
neophyte organization significantly affected 
its growth and development. 

(Parenthetically, a group of these volun- 
teers, with others they recruited, formed the 
"Texas Institute of Child Psychiatry, which 
dedicated itself to research, training, and 
service in child psychiatry. The Institute 
helped found a day hospital as part of the 
child psychiatry program.) 

Inasmuch as the social workers in the 
clinic do not conduct intake interviews, 
they may be asked by the resident to obtain 
a more intensive social history after he has 
seen the family. The resident, in reviewing 
the behavioral history booklet prior to see- 
ing the family, may consider that the prob- 
lems involved require evaluation by the 
social worker to determine if other agencies 
or resources are not more appropriate to the 
family's needs. 

Residents find the behavioral history 
booklets prepared by social-work techni- 
cians to be very reliable. With experience, 
they can ascertain from it, ahead of time, 
the key problem areas of the family; and 
in their consultations they can verify or 
refute their hypotheses about the problems 
by concentrating on the psychodynamics of 
these sensitive areas. They may amplify 
any part of the booklet's basic data. 

The information obtained by the volun- 
teer is sufficiently complete for the resident's 
understanding of psychodynamics and their 
embodiment in everyday events to be fully 
utilized. His grasp of the problem is not 
necessarily related to details (either in num- 

ber or complexity) that the interviewer 
secures. 

The data are standardized by virtue of 
the booklet's structure. This makes com- 
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puter processing possible. In a recent study 
of over four hundred families, this bookle| - 
made it easy to mark the coding sheets that] - 
went to those who prepared the cards for} 
computer use. j 
Our use of the term “social-work tech} 
nicians" implies that social-work procedi 
at least in the child psychiatry setting, can 
be subdivided and that portions can be dele} 
gated to nonprofessionals. Nonprofessionals} 
can be taught to do certain tasks under the} 
supervision of the professional. This ry 
sembles the case-aide system, sometime 
branded as a necessary evil, a stopgap, be 
cause of the shortage of qualified p 
sionals. This report presents the socia 
work technician as a permanent worketif 
The use of technicians could mark af 
growth phase of social work in certain ty 
of agencies. Our experience indicates thal) 
social workers can standardize their pred 
cedures and delegate work to technicians) 
The professionals use their training 0j 
evaluate and to extend data obtained by 
others. | 
"i 
Summary | 
We have demonstrated a use for volun 
teers in a child psychiatry clinic. The ®) 
fects of this procedure are felt throughout 
the lay community. This gives well-chos, 
persons experiential insight into psychiatrie | 
problems. Actually, social-work e 
can be employees or volunteers. The od 
havioral history booklet that we have € i 
vised organizes the information they obtaiti 
in interviews and serves as a useful te | 
ing and research instrument. 
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Compatibility of a successful work 


experience with retirement 


In our society, man has long regarded work 
4§ a cornerstone of respectability and a jus- 
tification for existence. The man who en- 
gages in the most lowly form of labor has 
been viewed with approbation for making 
even his slight contribution to the business 
of life. Many older persons have been 
imbued at an early age with the Protestant 
Ethic, and thus view work as a dedication 
and a virtue highly pleasing in the eyes of 
God. This extreme attitude toward work 
has been modified, of course, in recent 
Years, as leisure values have taken on in- 
creasing importance. Shorter working 
hours alone have forced society to adopt a 
mote permissive attitude toward time spent 
in leisure pursuits. 

However, our attitude toward work still 
has a critical bearing upon the psychologic 
pu of those entering upon, or living 
E retirement. If those who are retired 

feel that society looks upon them with dis- 
approval for being nonworkers, their ad- 
Justment to retirement may be seriously im- 
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paired. The problem is actually twofold. 
On the one hand is society's genuine atti- 
tude toward leisure and retirement, On 
the other hand is the way in which the in- 
dividual, in this case the retiree, perceives 
that attitude. The general attitude toward 
retirement may be sympathetic, and the re- 
tiree may perceive it accurately as such; 
but it is possible that he could wrongly 
perceive a sympathetic attitude as being 
threatening to his general sense of security 
and well-being. Society's attitude could 
also be genuinely unsympathetic toward re- 
tirement and leisure. Again, the retiree 
could perceive this accurately, or he could 
wrongly interpret the attitude as being non- 
threatening or even sympathetic. 

It is within this context that the follow- 
ing study deals with the compatibility of a 
successful work experience and subsequent 
retirement. A successful work experience 
is defined as one in which the respondent 
enjoyed relatively high job satisfaction and 
derived his main satisfaction on the job 
from the work itself. On the assumption 
that society's attitude toward leisure has 
become more permissive, it was generally 
thought that a work experience as defined 
would be compatible with a subsequent 
satisfactory retirement. The sample was 
divided into salaried and hourly workers 
for a more meaningful analysis. 
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Methods 


Data were obtained from 404 men who 
had retired from employment at the offices 
and factories of 13 companies. Of the 13 
companies, nine had mandatory retirement 
plans for both salaried and hourly person- 
nel. One company had a mandatory plan 

"for salaried personnel only. The remain- 
ing companies had voluntary retirement 
plans. For those companies with manda- 
tory plans for salaried persons, the re- 
quired age for retirement was, in every case, 
65 years. For hourly persons, two compa- 
nies had mandatory retirement ages of 67, 
and one company required retirement at 
age 68. "Twelve of the 13 companies had 
pension plans, and 11 companies claimed 
pre-retirement counseling programs. 

For the collection of data, a structured 
interview schedule was used. Each com- 
pany submitted rosters of their retired sal- 
aried and hourly personnel, and from these 
Tosters random samples were drawn for 
each company. The sample was all male, 
generally from manufacturing industries, 
and represented an above-average group in 
terms of family income on a national basis. 
(The average family income of the sample 
was close to $3,200 per year (1962-1963). 
For families with the head aged 65 and 
over, the national average in 1958 was 
$2,666.1) 

The retirement satisfaction index used 
in the study and presented in the results 
was based on answers to a group of state- 
ments about retirement with which the 
respondents indicated agreement or dis- 
agreement. The job satisfaction index was 

based on answers to ten questions relating 
to the various opportunities and environ- 
mental conditions of any job. 


Results 


The first results pertain to job satisfac- 
tion and provide an indication of how suc- 
cessful the respondents were in their work 


experience. These data are pres 
Table 1. rf 
This table shows that salaried pi 
perienced a significantly greai 
job satisfaction than did hou 
and, in this respect, therefore h 
successful work experience. 
The other facet of a successful 
perience pertained to the main sat 
derived from the last job held by) 
spondent. 'The data obtained, 
that salaried people who were m 
fied with retirement obtained thei 
satisfaction on their last jobs from. 
itself, Salaried people who were 
isfied with retirement got their m 
faction on their last jobs from 
tionships, i.e., from the people 
with on the job. 
The hourly people in the stu 
no distinction in this respect. It 
difference whether the hourly 
satisfied or dissatisfied with reti 
both cases they were about evenly 
tween deriving their main satisfa 
their jobs from the people or from 
work itself. E 
The final data refer to retirement | 
faction for salaried and hourly 
The results are presented in Ta 
This table shows that salaried p 
perienced a significantly greater d 
retirement satisfaction than di 
who had worked on an hourly bas 


TABLE 1 


Job satisfaction index for sa 
and hourly workers 


(N—404) 
Job 
satisfaction Salaried, 
index per cent. 
High 51 
Medium 31 
Low 18 
100 


Work experience and retirement 


TABLE 2 


Retirement satisfaction index for 
salaried and hourly workers 


(N—404) 
Retirement 
satisfaction Salaried, Hourly, 
index percent per cent 
High 42 27 
Medium 25 39 
Low 33 34 
100 100 


In summary: The data reveal that, in 
comparison with hourly workers, more sal- 
aried persons had high job satisfaction, de- 
rived their greatest satisfaction on the job 
from the work itself, and enjoyed their 
retirement significantly more. 


Discussion 


A number of authors have been pessi- 
mistic about man's ability to shift from a 
work-oriented life to a leisure-oriented one. 
Riesman; for example, is pessimistic about 
man’s ability to deal with leisure and re- 
gards work as necessary to human happi- 
nes. He states that he hopes the younger 
generation will be able to handle leisure 
in a more effective manner than the older 
generation, but he also despairs of the 
younger generation. 

Though not explicitly stated, part of 
the thesis here is that people will increas- 
ingly be able to shift successfully from a 
Workoriented to a leisure-oriented life. 
The data in the study indicate that salaried 
people were markedly more successful in 
making this shift than were the hourly per- 
sons. A large proportion of the salaried 
People, successful in both work and retire- 
ment, were apparently able to substitute 
Other interests for the work experience. 

For the hourly worker, the picture is not 
50 encouraging. A much smaller propor 
tion of this group reported high levels of 
job satisfaction and retirement satisfaction, 
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and there was no tendency for those who 
derived their main satisfaction on their 
last job from the work itself to be in the 
high range of retirement satisfaction. Over 
50 per cent of those who missed work the 
most were in the low range of the retire- 
ment satisfaction index. 

It must be recognized that many factors 

contribute to retirement satisfaction. Prin- 
cipal among these are good health and an 
adequate income. The study indicates that 
pre-retirement planning is associated with 
a high level of retirement satisfaction and 
that many salaried persons begin thinking 
about retirement at an earlier age than do 
hourly workers. Therefore, the results 
showing that salaried workers are better 
able to replace work values may be weak- 
ened to a degree by other factors such as in- 
come. 
The nature of the jobs held by salaried 
people might instill in them a more marked 
predilection toward planning and thus 
enable them better to arrange for other in- 
terests once they retire. Supervisory per- 
sonnel, in particular, would probably have 
considered planning an essential function 
of their jobs. Professional, technical, and 
administrative personnel probably also 
would have been more involved in plan- 
ning their own work than hourly workers. 
At the operative level of the hourly worker, 
there tends to be a sharper separation of 
planning and execution, The hourly 
worker, who is engaged principally in the 
execution of assigned tasks, has less op- 
portunity to develop planning habits. 

Whatever the causative factors, the re- 
sults do suggest that salaried workers make 
a better transition from full-time employ- 
ment to retirement. They seem able to 
make a shift of, rather than a withdrawal 
from, activities. Many of them apparently 
find the same meanings in retirement that 
rk, and their substitution 


they found in wo à 
of other activities for the work experience 


is successful. 
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It should be remembered that the study 
dealt with people predominantly in their 
sixties and seventies. Many of these people 
no doubt grew up and were trained under 
the influence of the Protestant Ethic during 
the late nineteenth and early twentieth 
centuries and were thereby inculcated with 
the ideal of work. It is perhaps to be 
expected that they would encounter 
difficulty identifying closely with work and, 
at the same time, with a leisure distin- 
guished by the absence of full-time employ- 
ment. It seems remarkable that so many 
of them have apparently made this dual 
identification in a successful fashion. 

There was also a segment of people for 
whom retirement and leisure were not satis- 
factory substitutes for work. A carefully 
worked-out counseling program may be of 
special help to this group in achieving a 
higher degree of retirement satisfaction. 
The areas of need for counseling are many. 
A partial listing includes financial plan- 
ning, health, where to live, and activities 
—with numerous subheadings under each. 
An employee needs to develop an emo- 
tional acceptance of retirement, and that 
emotional acceptance is facilitated by pre- 
retirement education and personal counsel- 
ing. 

The original thought in this study was 
that a successful work experience as defined 
would be generally compatible with a sub- 
sequently satisfactory retirement, The as- 
sumption was made that society's attitude 
toward retirement and leisure has become 
more permissive. It was found that a fairly 
large segment of the salaried people and 
a smaller proportion of the hourly people 
were apparently able to make the transition 
from work to retirement successfully, 
Among the reasons for this success may be 
a more favorable societal attitude toward 
retirement. Other factors might be level 
of income, state of health, and activity 
level. i 


A successful work experience is therefor 
compatible with a subsequently satisfa 
tory retirement for some persons. It cai 
not be assumed, however, that society's | 
titude has changed sufficiently to guarant 
a feeling of social acceptance on the pai 
of the retired person. It is likely that mor 
weight should be given to family, frien¢ 
ship, citizenship, and other leisure roles t 
facilitate social acceptance of the retiree 
As greater value is given to these leisun 
roles, it seems probable that the transition 
from work to retirement will become easiéh 

Until such changes occur, however, pro 
spective retirees are going to need as mi ich 
help as society is able to provide. Forti 
nately, many groups have been active il 
this area. The government and variou 
universities have conducted studies, made 
recommendations, and, in some instances 
engaged in actual counseling. Local comi 
munity agencies have provided assistance 
in many cases. a 

The main retirement help and counsel 
ing must be given at the company 
organizational level, however, to be tru 
effective. At this level there is a day-by 
day opportunity, over an extended peu 
of time, to provide the gradual counseling 
and emotional acceptance necessary to ptij 
pare many people for a satisfactory retim 
ment. Regardless of society's actual ab 
titude, many persons still apparently view. 
with alarm what will be thought of them 
once their life becomes leisure orien E 
It would seem that companies have a 
sponsibility to train workers for € | 
just as beginning workers are traine! EB 
their jobs. "This counseling, or training 
will always be important, but especially "d 
until society's attitude toward leisure ati 
evolved to the point where retired. peop’ - 
realistically perceive and interpret it e [ 
nonthreatening and, more importan | 
sympathetic. i 


pi X 
1. Subcommittee on Problems 
Aging to the Committee on 
e, U. S. Senate, 86th Congress: ' 
Aging in the United States: A N: 
Okie 


l Book Reviews 


INTERNATIONAL PSYCHIATRY 
CLINICS, Volume 2, No. 1 


Edited by D. Ewen Cameron 


Boston, Little, Brown and Company, 1965. (Issued 
quarterly at $18.50 a year) 


This all-Canadian issue of International 
Psychiatry Clinics reports on two areas: 
forensic psychiatry and child psychiatry. 
The first half has Papers on tests for crim- 
inal responsibility, functioning of the super- 
ego in delinquents, the psychodynamics of 
the criminal process, and psychiatric treat- 
ment as an alternative to imprisonment. 
The second section reviews the organiza- 
tion of a psychiatric service in a general 
hospital, techniques on rehabilitation of 
disturbed children, and the cytology of 
mongolism. 
| The papers are all by experts, and the 
material is presented with clarity and vigor. 
This is an excellent volume to be dipped 
into by the general psychiatrist and to be 
studied with some care by the more special- 
ized practitioner in either the orthopsy- 
chiatric or the medico-legal field—Frtix A. 
Uco, M.D., Newark, N. J. 


PSYCHONEUROSIS AND 
SCHIZOPHRENIA 


Edited by G. L. Usdin 
Philadelphia, Lippincott, 1966. 192 bps $7.50 


SSS 


A year ago, the Touro Infirmary in New 
Orleans held a colloquium on two prime 
|| problems in Psychiatry today—schizophre- 
m nia and Psychoneurosis. Doctor Usdin re- 


eminar. Not only are the formal papers 

here presented, but the Sive-and-take of 
the unstructured panel discussions is also 
recorded. 
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As might be expected when 14 
guished psychiatrists get into one 1 
there is not only considerable d 
ment, but also, to the observer, so; 
fusion as to which course to follow. 3 
one speaker urged the therapist to t 
more active role in schizophrenia, wht 
another warned against the developmei 
intensive transference. One authority 
the psychiatrist as a mere “catalyst” i 
therapeutic process, whereas anoth 
ferred an aggressive effort to anal 
traumatized ego. We are 
against “mere giving of insight,” 
urged to get down to the point where 
can show the patient how gratifying hui 
contact can be. 

On the “‘psychoneurosis” side of the « 
there was lively discussion of the const 
tional factors, of the role of early T 
perience, and of treatment beamed 
lieving anxiety versus treatment aim 
uprooting basic conflict. Much of th ] 
of the meeting was devoted to the E 
the tranquilizing drugs with, on the 1 
an opinion that the phenothiazines 
least, were extremely useful in cont 
anxiety. The varied menu left one 
feeling that we needed a more fl 
therapeutic approach, and that a dod 
naire or dogmatic attitude toward b 
ment was unjustified and ineffective 
WittiaM S. ScHRAMM, M.D., Westfield, N. 


DRUG AND SOCIAL THERAPY I y 
CHRONIC SCHIZOPHRENIA 


By Milton Greenblatt et al. 
Springfield, Illinois, Charles C Thomas, 1965. 4 
Pps $750 

Perhaps the prime controversy in hos 
Psychiatry today is the dialogue on the 1 
ative value of the newer drugs (tram 
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izers mostly) and the various milieu, “total 
push," and social therapies. This book is 
the report of a six-year research project 
analyzing (in the statistical, not the psy- 
chiatric, sense) the results of various treat- 
ments and treatment combinations avail- 
able to chronic schizophrenics. 

The drugs seem to win the contest 
rather handsomely. Patients who received 
tranquilizers generally did better than 
those who didn't. “Control groups not 
- given tranquilizers," say the authors in the 
final chapter, "failed to show significant 
improvement." Indeed, a busy, dynamic, 
psychotherapeutic milieu, without tranquil- 
izers, was not followed by substantial or 
sustained improvement. On the other 
hand, active social service and follow-up 
clinic activities did help keep discharged 
patients in good emotional balance. Also, 
it seemed that most hospitals were not 
making imaginative use of the family as a 
factor in arranging for, and maintaining, 
post-hospital adjustment. “The intake of 
tranquilizer medication,” explained the 
editor, “appeared to be a precondition on 
which the benefits of active milieu were 
grafted.” 

There is, of course, much more to this 
study than is suggested by this brief para- 
graph. The project did not follow the 
pattern of the traditional "double-blind" 
technique, and thus statisticians may be 
critical of the conclusions on those grounds 
alone. However, the study was carefully 
Worked out, the authors were men and 
Women of unimpeachable competence and 
integrity, and the evidence is impressively 
marshalled. ‘The conclusions would not 
be acceptable to the more analytically ori- 
ented psychiatrists, who condemn tranquil- 
izers as chemical strait jackets. But the 
text does offer more hope for chronic 
schizophrenics than had been thought pos- 
sible before, plus a well-defined blueprint 
for implementing that hope—Henry A. 
Davinson, M.D., Cedar Grove, N. J- 
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THE WORKER AND MENTAL 
HEALTH 


Edited by M. N. Weisman 


Baltimore, Maryland Department of Mental Hy- 
giene, 1965. 59 pp.; gratis 


Any large gathering during an election 
year is likely to take on a few political 
overtones. This small collection of pres- 
entations at a meeting of mental health 
workers and members of a labor union 
(AFL-CIO) at times takes on a definitive 
political bias. Happily, this does not be- 
come the major theme of the conference. 
Held in October 1964, the conference rep- 
resented a pioneering attempt to reach some 
common understanding of labor's knowl- 
edge of mental health problems, the mental 
health workers' understanding of the prob- 
lems of the working man, and what might 
be done to underwrite and develop pro- 
grams for the working population. 

This is a far-sighted and realistic ap- 
praisal of where mental health fits into the 
total picture of the working man. To the 
dismay of some, the mental health move- 
ment, so large in all our thinking, appears 
to play only a minor role in the thinking 
of labor leaders. Charles Della, an AFL- 
CIO president, sharply draws a perspective 
of the total values important to his move- 
ment and to the worker—problems of auto- 
mation, unemployment, health programs, 
income guarantees, and welfare and retire- 
ment programs, He sees these problem 
areas creating much of the difficulty mental 
health workers encounter with their pa- 
tients. He and other panelists appear to 
agree that mental health must come to 
grips with man in society, helping with a 
broad spectrum of social problems rather 
than operating in the narrower (but often 
more comfortable) confines of a clinic or 
office. Too often this large and frequently 
neglected segment of our population (the 
working man) cannot be reached by “tra- 
ditional” techniques. 
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"This conference does not attempt to pro- 
vide answers. It does present ideas. "These 
ideas can stimulate any one who will take 
the time to seek out their message. For 
some, this report will also shed light on 
thinking within labor groups and point 
out new directions for the mental health 
movement.—R. V. Hxckzr, PH.D., Colum- 
bia, S. C. 


PROMOTING THE MENTAL 
HEALTH OF OLDER PEOPLE 
THROUGH GROUP METHODS 


By W. H. Klein, S. J, LeShan, and S. S. 
Furman 


"New York, Mental Health Materials Center, 1966. 
156 pp.; $4.50 


‘Those engaged in group work with the 
aged too often infantilize their clients, 
seek to do things for them. A two-year 
demonstration project, here reported, 
shows that, through discussion groups and 
similar processes, it is quite possible to 
involve our older clients both in planning 
their own programs and in exploring the 
issues that concern them. This study indi- 
cates that older people maintain the ability 
to look life square in the eye and want to 
involve themselves in what is going on in 
the world today. 

Another lesson taught by the project is 
that the staff member with limited training 
and formal education can do a superb job 
of leadership if he is sensitive, observant, 
compassionate, and well-motivated—qual- 
ities that are not necessarily correlated with 
formal training. This manual will serve 
as a guidebook for such workers, giving 
staff members the knowledge and informa- 
tion they need as a backdrop to their desire 
to help. 

Inadequately trained group leaders will, 
of course, make some mistakes in this work. 
So, come to think of it, will well-trained 
ones. And, as the authors here put it, 


these errors will not do m 
people “who have already sury 
gamut of life's disappointment: 

This book is a valuable resour 
service training programs, a 
for volunteers and relatively ine 
staff people in centers for the | 
excellent reference work for | 
bers.—JoskeeH Hocusrapt, 
Monica, Calif. 


MENTAL HEALTH AND 
ACHIEVEMENT 


from three points of view: th 
community, the school, and the 
—learning and evaluation | 
school. Emphasis is on those 
". ... [the] children of poverty, 
learners, the disadvantaged— 
whom the prospect of mental 
achievement is least likely.” 
The term “mental health” is 
in this context as meaning a 
tude toward education. Twelve 
here concern the function of the 
community in fostering or inh 
attitude, Some of the authors | 
community organizations with stru 
study programs may be able to off 
effects of poverty-stricken home 
family is examined to find what. 
attitudes are encouraged and w| 
an atmosphere for learning 
Also, the effects that adolescen 
have upon education are discu 
"The school as an institution 
in terms of its changing role in 
munity. One chapter, called "Th 
ing School,” focuses on te h 
equipping the urban school $i 
deprived and poorly motiv; 
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Problems of discipline, of counseling, and 
of the mental health of principals, teach- 
er, and social workers are discussed in 
separate articles. In a final section, the 
classroom is examined for possible changes 
in technique and emphasis. Some areas 
discussed are: motivation of deprived 
youngsters, evaluating them, and curricular 
changes. A particularly interesting article, 
by Lois French, is called “How Does It Feel 
to Fail?" 

This is an excellent text for those whose 
approach to the dropout problem has been 
along only one line of research. This highly 
complex problem must be seen from many 
perspectives, and this book is a good jump- 
ing-off place for those new to this kind of 
thinking.—LAwRENCE A. Dana, Hacken- 
sack, N. J. 


APPLIED HYPNOSIS AND 
POSITIVE SUGGESTION 


By G. A. Ulett and D. B. Peterson 


St. Louis, Missouri, C. V. Mosby Co., 1965. 134 pps 
$550 


Appied Hypnosis and. Positive Suggestion 
is neither a textbook for teaching hypnosis 
nor, as the name might imply, a reference 
Work for those already using it. It is a 
book for learning about hypnosis. Cer- 
tainly there is a need for learning a great 
deal about hypnosis, and this volume comes 
close to filling it. 

It is a well and interestingly written book 
by men who obviously know their subject. 
Some parts of it should be motivational 
Material for doctors and patients alike. 
The history of medical hypnosis is covered 
briefly and well; and, with one exception, 
the balance of the book is an account of 
the valid therapeutic phenomenon of 
hypnosis, 

A The authors tell us, “We dislike the 
hypnotist’ concept with its sensational im- 
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plications. Rather we favor the notion 
that an understanding of this technique 
by the nurse, surgeon, anesthetist, general 
practitioner, psychiatrist or other member 
of the healing arts team will make hypnosis 
truly adjunctive.” 

In view of the authors’ attempt to re- 
move the mysticism from hypnosis and to 
emphasize the role of positive suggestion, 
the one thing that spoiled the book for 
me was a chapter on induction techniques. 
This seems to have been written by some- 
one else, perhaps offered as a possible sales 
inducement. Nothing is said anywhere in 
this chapter about using positive sugges- 
tion, the bedside manner, and the doctor- 
patient relationship as aids to induction. 
Nothing is said about the relation of need 
or motivation to the induction of trance 
or to the depth of trance and suggestion 
acceptance. Nothing is said about the value 
of the suggestion itself as a function of 
depth and acceptance. Instead we are 
treated to such things of a “hypnotist” na- 
ture as postural sway, heat illusion, hand- 
dasping, and arm rigidity suggestibility 
tests. Following a discussion of some con- 
ventional techniques, stage methods and 
even two syncope-producing techniques are 
mentioned "for information and condem- 
nation." AIl the good that the balance of 
the book could do might easily be undone 
by this chapter. 

Basically this is a valuable book for the 
physician or dentist who wants to learn 
about hypnosis. It could even be used for 
patient. education. I hope that a second 
edition will appear with the offensive chap- 
ter rewritten to relate itself to the title and 
the balance of the text. If this were done, 
Applied Hypnosis and Positive Suggestion 
would be a book I would recommend to 
my colleagues and place in my waiting 
room. As it is, I may take a razor blade 
to chapter 4 and do just that, —KENNETH 
A. BARTLETT, JR. D.D.S., Montclair, N. J. 
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MARRIAGE COUNSELING 
By Donald L. Taylor 


Springfield, Illinois, Charles C Thomas, 1965. 178 
fb; $625 


Many readers like to underline important 
points and basic principles when studying 
a text. If you are one of them, you will 
need a sharp pencil for Donald L. Taylor's 
new Marriage Counseling. This slender 
book is richly studded with the understand- 
ing and the significant insights of an ex- 
perienced marriage counselor. Marriage 
counseling is a special kind of counseling, 
requiring not only a wide background in 
the field of human behavior and the tech- 
niques of counseling, but also skills to de- 
tect the nuances and unrevealed feelings 
in a relationship. 

This book makes for engrossing and easy 
reading. The chapter divisions and sub- 
divisions help the student concentrate on 
basic dimensions of marriage counseling— 
one at a time. 

One warning to the reader: this book is 
not for the beginner nor for the novice who 
is just getting his feet wet in the worlds of 
dynamic psychology, basic psychiatric con- 
cepts, or counseling per se. The author 
takes for granted that the reader has been 
exposed to the works of Freud, Fromm, 
Mudd, Rogers, Sullivan, and many other 
contributors to the world of psychology 
and human relations. 

As a practicing marriage counselor and a 
lecturer on marriage and family life, I find 
this book useful, not only as a guide in my 
practice, but also as a resource to help me 
find the exact words and the right phrases 
for explaining the dynamics in the relation- 
ship of a couple. I see myself turning 
again and again to the contents pages, 
scrutinizing the breakdown in each chapter, 
to trace a pertinent paragraph or an apt 
illustration. The sixth chapter, with its 
analytic approach to human feelings, will 
goad the experienced counselor to listen 


more astutely with his third ear, and direct 
the “minister and other professional people 
in the area of human service” to examine 
the area of feeling where it pertains to their 
“human junk yard.” 

The marriage counselor, aware of the 
complex problem of communication, espe 
cially in the American family, will not want 
to miss the chapter on "Communication 
in Marriage." This has enough to say to 
make it a worthwhile adventure for mar 
riage counselors—and others who want to 
look in on the world of marriage counsel- 
ing—to read all the other chapters that 
precede and follow it.—JosHata ScHNIZTER, 
M.A., Montclair, N. J. 


THE RIGHTS OF INFANTS 
(2nd edition) 


By Margaret Ribble 


New York, Columbia University Press, 1965. 18 
bb; $4.95 


This is the second edition, with a few ad 
ditions, of a work originally published in 
1948. Doctor Ribble, a psychoanalytical 
psychiatrist, has written for lay people «4 
interpretation of the psychologic status an 
reactions of the very young infant. She 
goes into considerable detail in her descrip 
tions of such psycho-physiologic M 
as breathing, sucking, sleep, sensation, an 
the like. In connection with each. subject, 
she builds up a suggested technique à 
handling the infant. She has aimed ee 
sort of vade mecum for parents to P d 
their physical handling of the ne 
psychologic values. And, lest they a 
some of her approaches too lightly, she ihe 
given many “horrible” examples of 
results of any other method. s $ 

As a practicing pediatrician, I ne 
wholeheartedly that infants have a ; 
and many of them. My experience vail 
young parents has not been that wi i 
to recognize that fact. To the wee 
I have found it important to help 
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realize that they, too, have rights, and that 
the tensions resulting from a conflict be- 
tween the two do more harm to both than 
does a moderate failure to adhere to per- 
fect principles result in significant harm 
to the infant. Few of my young parents, 
in my opinion, could read this book and 
accept its precepts seriously without de- 
veloping fears and tensions. Some, I am 
certain, might even panic. 

Doctor Ribble's book is beautifully writ- 
ten, and eminently readable. 'To this re- 
viewer it seems obvious that she has written 
it on a basis of reverse cerebration. She 
seems to have taken the problems of her 
older patients as they relate to experiences 
and events of infancy and early childhood 
(according to the Freudian interpretation) 
and then synthesized an approach to infant 
handling that might avoid their develop- 
ment. She has done this in so logical a 
fashion that one is almost persuaded to 
accept some concepts with which he can- 
Not agree. This makes her book, to one 
Who does not concur with its concepts, 
seem almost dangerous. One also wonders 
about the ultimate psychiatric status of 
parents who have studied this book and 
followed its advice literally. And I'm not 
certain that I should like to have to live 
. With the adult who might logically de- 
velop from the infant and child brought 
up in rigid pursuance of its directives!— 


pror E. ScHorrLAND, M.D., Irvington, 


SOCIETY AND THE SCHOOLS 
Edited by Robert H. Beck 


New York, National Association of Social Workers, 
1965. 175 pp.; $2.00 (paperback) 


This book contains the transactions of a 
Conference held in 1964, co-sponsored by 
the National Association of Social Workers 
and the Council on Social Work Education. 
lt is a beginning effort of spokesmen for 
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both professions—education and social 
work—to join for more effective service. 

In the first section, Werner Boehm re- 
views the major premises of social work 
and gives an overview of the potentials for 
collaboration of education and social work. 
Ruth E. Smalley offers an excellent sum- 
mary on the "Education of Social Work- 
ers," and James Quillen writes on the “Ed- 
ucation of Teachers: Social Foundations." 
Quillen describes the historical develop- 
ment and course content in educational 
sociology and the social foundations of 
education. These papers point up the 
differences in training about society and 
people offered to educators and social 
Workers. 

The conference record suggests that some 
down-to-earth, practical problems have to 
be understood. People and institutions are 
involved in change, and neither can be ex- 
pected to change easily. Teachers are 
school bound, and social workers are more 
community oriented. Thus, more thinking 
and work are going to be involved in solv- 
ing the problem of co-ordinating efforts. 
Professor Propper suggests certain strategies 
to overcome the difficulties. 

The entire volume is well worth the time 
of those in education and social work who 
are interested in seeing the problems of 
working together—ARTHUR KLEINBERG, 
ACSW, Verona, N. J. 


CONFLICT IN THE CLASSROOM 


Edited by N. L. Long, W. C. Morse, and 
R. G. Newman 


Belmont, California, Wadsworth Publishing Co., 
1965. 515 pps $450 (paperback) 


When such noted authorities as Newman, 
Morse, and Long pool resources to edit a 
volume, the result can be no less than the 
thorough, refreshing approach to the educa- 
tion of the disturbed child that Conflict 
in the Classroom offers. 
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How it feels to be emotionally disturbed, 
identification of disturbed children, thera- 
peutic methods, possible classroom pro- 
grams, management of problem students, 
teaching methods, measuring and inter- 
preting failure, and relevant research— 
each of these topics is well discussed in this 
book. The reader gains insight into the 
personality dynamics and behavior patterns 
of children in conflict through the writings 
of such popular authors as Anton Chekhov 
and Willa Cather. There can be no more 
vivid illustration of the reactions of a bor- 
derline psychotic, for example, than Miss 
Cather's poignant tale Paul's Case. 

The text includes a variety of relevant 
articles by Redl, Bower, Bettelheim, and 
other experts. An item of special interest 
to the teacher is "What'Is a Problem?" by 
Buhler, Smitter, and Richardson. Here, 
practical guidelines for the analysis of 
pupils problems are offered, and three 
levels of problem solution are discussed. 
Equally enlightening are chapters by Long 
and Newman and the section by Solomon, 
which deal with the teacher's own mental 
health and the reciprocal manner in which 
teacher and student react to each other. 

"... to offer practical suggestions to to- 
day's classroom teacher as well as critical, 
Provocative material for tomorrow’s teach- 
ers who deliberately select to teach emo- 
tionally disturbed children” is a difficult 
goal for any text. Here, the editors have 
reached their objective—Ann N. KAHN, 
M.A., Fairlawn, N.J. 


THE EXCITEMENT AND 
FASCINATION OF SCIENCE 


By various authors 


Palo Alto, California, Annual Reviews, Inc., 1965, 
565 pp.; $5.00 (hardback), $1.95 (paperback) 


Our increasing concern with the humani- 
ties, the behavioral sciences, and the social 
sciences has perhaps led to de-emphasis of 
the more traditional sciences. In helping 
maintain excellence in the natural sciences, 
a top position goes to the Annual Reviews, 
which cover chemistry, physiology, phar 
macology, and related subjects. For many 
years, each volume has had a preface ot 
introduction. Now, in this unique worl 
the editors have assembled a collection o 
the best of these prefatory essays. H 
one finds such whimsical gems as Geo 
Bishop's “Life among the Axones"; All 
Szent-Gyorgi's charming, yet biting, T 
in the 20th Century"; and Wallace Fenn’s 
thought-provoking essay “Born Fifty Years 
Too Soon.” Linus Pauling contributes 4 
solid and nostalgic historical work on fifty 
years of the California Institute of Tech- 
nology. 

Maky of these essays are hard reading be- 
cause they assume a high degree of literacy 
and sophistication in the reader. But to 
the man or woman who can meet that 
expectation, this is an enchanting work— 
at once serious and humorous, fact-illed 
and witty—a veritable jewel box of ideas— 
Vicror HuserMan, M.D., Toms Rivet, 
NJ. 


BOOKS RECEIVED 


Because of space and time limitations, we cannot review all the books sent to this journal. 
The listing of such books in this column must be considered acknowledgment of the receipt 
Of the volumes indicated. As space, time, and subject matter permit, we will publish full-dress 
reviews of the more significant books in the areas of interest of our readers. 


THE PSYCHOPATHOLOGY OF EVERYDAY LIFE. By Sig- 
mund Freud. Translated by Alan Tyson. New 
York, Norton, 1966. 306 pp.; $6.00. A new trans- 
lation of Freud's influential 1901 classic. 


AN Inmopvcrion ro Dynamic Psvcuaray. By D. 
Knight Aldrich. New York, McGraw-Hill, D i 
PP: $12.50. A lucid account of the mia 
genetic, social, and emotional factors in P! 


ook Received 


behavior difficulties, psychoses, and neurotic reac- 
tions. 


‘Tue FATHER IN PRIMITIVE PsvcuoLocy. By Bronis- 
Jaw Malinowski. New York, Norton, 1966. 95 pps 
$1.25 (paperback). A current reprint of a now 
classic 1927 work on the primitive concept of the 
father’s role—sexual and cultural. 


‘On CHARACTER AND LIBIDO DrvetoPMENT. By Karl 
Abraham. New York, Norton, 1966. 199 pps $1.65 
(paperback). Six essays written between 1911 and 
1925 by a distinguished and early German analyst. 


THINKING ABOUT THINKING. By Joan W. Reeves. 
New York, Braziller, 1966. 333 pp»; $6.95. A philo- 
sophical and academic analysis of thought processes, 
seen both historically and as of the moment. 


“Grirrs AND DISCONTENT: THE Forces OF CHANGE. 
ly Gregory Rochlin. Boston, Little, Brown, 1966. 
A. psychoanalytic explanation of 
iow discontents early in life mold adult character 


Comparative Crrminotocy. By Hermann Mann- 
heim. Boston, Houghton Mifflin. 791 pp. $12.50. 
A heavily documented treatise on anthropologic, 
statistical, psychodynamic, legalistic, and sociologic 
aspects of criminology. 


Communtry MENTAL HEALTH SERVICES IN NORTHERN 
Eumopr. By Sylvan S. Furman. U. S. Public Health 
Service Publication No. 1407. Washington. D. C, 
U. S. Government Printing Office, 1966. 215 pps 
$175. A thoughtful report on some well-estab- 
lished, and also on some new and exciting, develop- 
ments in the community mental health field in 
Es Sweden, Great Britain, and the Nether- 
ands, 


MENTAL HEALTH For STUDENTS. By Arthur G. 
"Nikelly, Springfield, Il., Charles C Thomas. 208 
pps $7.50. A rather conventionalized and didactic 
Set of lessons on adjustment to adolescence. 


PsvcnoenamMAcorocy. Edited by N. S- Kline and 


Heinz Lehmann. Boston, Little, Brown, 1965. 320 
Clinics series, 


Year). A practical road-map through the exciting 
fields opened up by the availabili 
lorinfluencing and mood-modifying drugs. 


Wetrare anp Wispow. Edited by John S- Morgan. 
Toronto, Ontario, Ganada, the. University of (Toe 
Tonto Press, 184 pp. $5.00. A collection of papers 
On welfare in the context of social development, 
moral codes, economic thought, and the politi 

community, This is part of the celebration of the 
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first fifty years of the University of Toronto's School 
of Social Work. 


Tur History or Psvcurmy. By Franz G. Alex- 
ander and S. T. Selesnick, New York, Harper and 
Row, 1966. 471 pp. (illustrated); $11.95. A brief 
(149 pages) treatment of the pre-Freudian era in 

iatry; an extensive account of psychoanalysis 
—its founders, its critics, and its heretics—and a 
miscellaneous discussion of psychopharmacology, 
psychosomatics, child psychiatry, and social psychi- 
atry. 


Sex Wirnout Guiur. By ‘Albert Ellis. New York, 
Grove Press, 1965. 184 pps $0.75 (paperback). 
‘Tue Mopern WoMAN’s GUIDE TO SEXUAL MATURITY, 
By Frank Caprio. New York, Grove Press, 1965. 
256 pp.; $0.95 (paperback). 

‘Tue Kinsey REPORT ON SEXUAL BEHAVIOR IN THE FE- 
mate. By Alfred Kinsey e! al. Pocket Book, 1965. 
863 pp; $1.65 (paperback). 

Three “oldies” in an always interesting field. Dr. 
Ellis’ book first came out in 1958, and Dr. Caprio’s, 
in 1959. The Kinsey Report first hit the headlines 
in 1953. These 1965 editions are all paperbacks; 
but the texts, if somewhat dated, are complete. 


Eco m EvoLuroN. By Esther Menaker and Wil- 
liam Menaker., New York, Grove Press, 1965. 266 
pps $695. An effort to marry Freud to Darwin. 


Neurotic STYLES (Austen Riggs Monograph No. 5). 
By David Shapiro. New York, Basic Books, 1965. 
$5.50. A unique analysis of four kinds of 


207 pps 
neurotic reactions. The index includes no refer- 


ences to therapy or treatment, 


or Anxiety. Preface by C. H. Hardin 
Branch. philadelphia, Lippincott, 1965. 80 pps 
$3.50. A compact discussion of the physiologic back- 
d of anxiety and the link between emotions 

and bodily changes. 
Washing- 
vernment Printing Office, 1965. 43 
n report of a conference on the alco- 
holic offender, held in Washington, p. C., April 23, 


1965. 


A SYSTEM OF orocy. By Julius de Boer. 
Assen, Netherlands, Royal Van Gorcum, Ltd. 454 
pp. A detailed account of characterology, with 
stress on such concepts as the harmonization of 
polar synergy with the subject psyche and the ob- 

with an exhaustive review of po- 


ject psyche, and 
Jarity and polar totality in human psychology. An 
English translation (1966) of a 1963 work. 
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Tue RESULTS OF COUNSELING: 25 YEARS LATER. By 
David P. Campbell. Philadelphia, W. B. Saunders, 
1965. 205 pp.; $6.00. A follow-up of students coun- 
seled in college 25 years ago. Results: counseled 
people generally wound up less smug, better ad- 
justed. 

DRUGS AND PHANTASY. By J. C. Pollard, Leonard 
Uhr, and Elizabeth Stern. Boston, Little, Brown, 
1965. 205 pp.; $7.50. A Spontaneous set of narra- 
tives of people who hake taken LSD and other hal- 
lucinogens, with a brief and lucid introduction, 


PSYCHOLOGY or SEX RELATIONS. By Theodore Reik. 
New York, Grove Press, 1966. 244 PP-; $0.95 (pa- 
perback) A reprint of a work published by Rine- 
hart in 1945. A lucid account of psychologic factors 
that lurk behind sexual drives, 


SEX AND RACISM. By Calvin C. Hernton. New 
York, Grove Press, 1965. 180 PP. $0.95. One so- 
ciologist’s theory about sexual paranoia and race 
prejudice. 


SEXUAL BEHAVIOR AND PERSONALITY CHARACTERISTICS, 
Edited by M. r. DeMartino. New York, Grove 
Press, 1966. 406 pp; $0.95. A paperback reprint 
of a 1963 collection of short essays on a whole spec- 
trum of sexologic topics from obscenity to orgasm, 
from masturbation to self-esteem, 


Roscoe POUND AND CRIMINAL Justice. Edited by 
Sheldon Glueck, Dobbs Ferry, N. Y., Oceana Pub- 
lications, 1965. 262 PP: $7.50. A selective dip into 
Roscoe Pound's trenchant works on courts, crime, 
and corrections, 


Sicmunp FREUD "TRANSLATED. Frankfurt/a/Main, 
Germany, Hans W. Bentz. 60 PP. (Paperback). A 
listing of the works of Freud that have been trans- 
lated into foreign languages, Pinpointing the title 
of each work in each language and giving the date 
and place of the translation. The index enables 
the researcher to track down each article as it re- 
appears under foreign titles, 


THE SEARCH FOR Sanity, By S. Leff. London, 
England, Pergamon Press, 1965. 146 PP: 15 shil- 
lings (softback). An elementary mental hygiene 
text pitched at the upper high school level, 


Tur PSYCHOPATHOLOGY OF PERCEPTION, Edited by 
Joseph Zubin and the late Paul H. Hoch. New 


; 


York, Grune and Stratton, 1965, 336 PP; $1230, 
Proceedings of the 1963 session of the American 
Psychopathologic Association, reviewing work on 
the determinants and psychopathology of pain, 
depersonalization, abnormal perception, and the 
like, 


INDIVIDUAL DIFFERENCES. 
York, Wiley, 1965. 
$2.95 (softback). A collection of papers on individ: 
ual differences, from 1962 all the way back to Gal- 
ton's 1869 paper on hereditary genius. 


By Anne Anastasi. N 


GUIDANCE FOR Your. By Bruce Grant, Will 
Edwards, and George Demos. Springfield, Ill, 
Charles C Thomas, 1965. 113 pp: $4.50. A short 
and usable handbook on educational and voca: 
tional guidance. F 


Way Warr TILL MARRIAGE? By Evelyn Mills 

vall. New York, Association Press (special Cathol 
edition with introduction by Father Filas, $. 
1965. 127 pp.; $2.95. Mrs. Duvall, a social workd 
long active in sociologic, family relations, and p 
chology circles has written this as a guidebook 
teenagers and as a kind of moral support for th 
Parents, All the popular arguments for not wail 
ing are presented—and rejected. 


CLINICAL CONFERENCES: TOPICAL AND DIAGNOSTIC: 
Edited by E. A. Kaplan and March Hollander. 
Boston, Little, Brown, 1965. 714 pp; $18.50 (for 
four issues a year). A collection of eight pu 
sions held at Syracuse in 1964, running the gamui 
from urinary retention to hirsutism. 


LEGISLATOR MOTIVATION FoR SuPPORT OF REHABIL 
TATION SERVICES. By G. J. Goldin et al. pel 
Northeastern University. 48 pp. (softback). M. 
gratis on request to Professor of Social S a 
in Education, Northeastern University, Bos | 
Mass. 02115. A study of what legislators know 
don’t know about rehabilitation services. 


SOCIAL AND HEALTH AGENCIES oF NEW York Cn 
1965-66. New York, Columbia University Wr 
1965 (published for the Community M all 
Greater New York). 790 pp.; $12.50. Anin eo 
able guide to social and welfare work án the 
York metropolitan area. 


Directory oF Mepicat Spectatists, Volume E 
1965-1966. Chicago, Marquis Who's Nr, ai 
2375 pp.; $26.00. A listing of 78,000 ke TE 
fied American specialists, from Wenn log! phy 
urologists, with a compact professional pes 
Of each. Includes the names of some 7j te and 
Chiatrists, arranged geographically by n 


city. 


Notes and Comments 


| NAMH Has New Executive Director 


On July 1, 1966, Mr. Brian O'Connell, 
- former executive director of the California 
Heart Association, assumed the post of 
executive director of the National Associa- 
tion for Mental Health. Mr. O'Connell, 
- a native of Massachusetts and a graduate 
‘of Tufts College and the Graduate School 
of Public Administration of Syracuse Uni- 
versity, has had considerable experience in 
health agency administration. 


— Dr. Donald Kenefick Becomes NAMH 
| Research Director 


On May 1, 1966, Donald P. Kenefick, M.D., 
became professional and research director 
f the National Association for Mental 
ealth, succeeding William Malamud, 
-D., who retired to consultant status. 
“ Dr. Kenefick has been associate research 
director of the Association since September 
1964, and served as interim executive di- 
rector from December 1965 to July 1966. 
He came to the NAMH from Boston Uni- 
versity, where he was assistant director of 
the Law-Medicine Institute. 

Dr. Malamud, who has been with the 
NAMH since 1958, received his M.D. from 
McGill University, Montreal, Canada, and 
did graduate work in psychiatry and neu- 
Tology both in the United States and in 
| Europe, He, too, came to the NAMH 
ftom Boston University, where he was 
Chairman of the Department of Psychiatry. 

Dr. Malamud was president of the Ameri- 
“an Psychiatric Association in 1959-1960. 

E has many publications to his credit. He 
an Continue to be research director of the 
Cottish Rite Schizophrenia Research Pro- 
Bram (see page 323) and will act as a con- 
sultant to the NAMH. 


Garkshop in Marriage and Family 
Ounseling Offered 


c American Institute of Family Rela- 
ons has announced that the 19th Annual 


Summer Workshop on “The Techniques 
of Marriage and Family Counseling” will 
take place at Institute headquarters, 5387 
Sunset Blvd., Los Angeles, Calif., 90027, 
from August 1 through August 13. Dr. 
Paul Popenoe, founder of the Institute, and 
Dr. Donald P. Wilson, director of counsel- 
ing, head a faculty of 21 teachers who will 
discuss the latest methods of group coun- 
seling and up-to-date findings in the be- 
havioral sciences. 

All the facilities of the Institute will be 
open to registrants in the workshop. Grad- 
uate credit in psychology and sociology 
is available through accredited colleges. 
Write to the registrar at the Institute for 
a complete program. 


Psychodrama Congress To Be Held 

in Barcelona 

The Second International Congress of Psy- 
chodrama will take place in Barcelona, 
Spain, from August 29 to September 3, 
1966. For information and registration, 
write to: J. L. Moreno, M.D., P. O. Box 
311, Beacon, N. Y., or Juan Obiols, M.D., 
University of Barcelona, Medical School, 
Barcelona, Spain. 


Indiana Hospital To Teach Care of 
Emotionally Disturbed Children 


The National Institute of Mental Health 
has granted funds to the Larue D. Carter 
Memorial Hospital Children's Service, In- 
dianapolis, Indiana, for a specialized train- 
ing program for persons, in all disciplines, 
who are currently or prospectively respon- 
sible for the care and treatment of emo- 
tionally disturbed children. 

The structure of the program is flexible 
and depends upon the individual trainee’s 
needs, background, and responsibility and 
the time available. The primary training 
method is a supervised, preceptor experi- 
ence in clinical subjects, with close associa- 
tion of the trainee with a person well 
established in his professional orientation. 
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Room and board are provided. Infor- 
mation may be obtained from Mrs. Frances 
Christensen, Deputy Training and Educa- 
tional Co-ordinator, Larue D. Carter Me- 
morial Hospital, 1315 West 10th St, In- 
dianapolis, Ind. 


International Conference of Social Work 
To Take Place in September 


This year the International Conference of 
Social Work will be held in Washington, 
D. C., September 4 through 10. Theme of 
the meeting will be “Urban Development.” 
Conferees from sixty different countries 
will be in attendance. For program details, 
write to International Conference of Social 
Work, 345 East 46th St., New York, N. Y. 
10017. 


Scholarships in Pastoral Counseling 
Available 


The publishers of the monthly magazine 
Guideposts have contributed $30,000 to the 
American Foundation of Religion and Psy- 
chiatry to establish a series of $10,000 three- 
year fellowships under which highly quali- 
fied members of the clergy of all faiths will 
receive intensive post-graduate clinical 

The foundation has an extensive pro- 
gram to train clergy in pastoral counseling. 
Advanced trainees serve as interns in the 
foundation’s clinic, which is licensed by 
the State of New York to provide out- 
patient psychoanalytically oriented coun- 
seling under the medical supervision of a 
staff of psychiatrists, For further informa- 
tion d the Program, write to the Ameri- 
can Foundation of Religion and Psychiatry, 
3 West 29th St., New York, N. Y. qu 


Royal Health Society Invites Membership 
Britain's Royal Society of Health has in- 
vited those who are qualified to apply for 


membership in the Society (M.R.S.H.), 
which is limited to persons who hold a 


university degree or diploma related to 
health. Applications are also accepted for 
Licentiate Membership, Associateship, or 
Affiliateship, according to the qualifice 
tions, position, and experience of the 
applicant. 

The society is the largest organization of 
its kind in the world, with more than 
32,000 members, of whom 10,000 are out 
side the United Kingdom. It brings t% 
gether all the professions concerned with 
health. Inquiries may be directed to 
P. Arthur Wells, Secretary, the Royal Sod 
ety of Health, 90 Buckingham Palace Road, 
London, S. W. 1, United Kingdom, 


Photoduplication Service Inaugurated 


On April 1, 1966, the Library of the 
tional Society for Crippled Children 
Adults initiated a library photodupl 
service for persons engaged in rehabiliti 
tion research. As a research project, 
service is supported in part by à On! 
grant from ve U. S. Vocational Rehabil 
tation Administration. 

The service is available without charge 
to personnel in any educational or 
institution and any health or 
agency, public or private, that may be 
dertaking research on rehabilitation, E 
additional information, write to } 
Graham, Librarian, National Society 
Crippled Children and Adults, 2025 
Ogden Ave., Chicago, Ill., 60612. 


Psychiatric Research Described in 
Publication 


The Veterans Administration has publish 
a booklet describing the scope and mà 
of psychiatric research carried out 1M 
erans Administration Hospitals. TM p 
lication, VA Pamphlet 10-78, may r 
tained from the Office of R i 
Education in Medicine, Deparmem iy 
Medicine and Surgery, Veterans 
tration, Washington, D. C., 20420. 
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Selected publications of 
THE NATIONAL ASSOCIATION FOR MENTAL HEALTH, INC. 


Of general interest . . . 
RECOMMENDED BOOKS FOR A MENTAL HEALTH LIBRARY—1 to 10, 
25¢ each; 11 to 99, 20¢ each; 100 and over, 15¢ each. Gives authors, pub- 
lishers and prices. Includes lists for general reader, parents, teachers, 
nurses, clergymen. 16 pp. 
HELPING A MENTAL PATIENT AT HOME—I5¢; 2-29, 13¢; 100-999, | 
1000 and over, Ile. Provides practical in ion end suggestions whi 
families can use to help mental patients who have returned from mental hos- 
pitals as well as those who are receiving care in te cd 23 pp. 
THE SOCIAL CLUB—$1.00. Mabel Palmer. Reflects most ea 
thinking of experts in the social rehabilitation of the mentolly ill, philos- 
ophy, organization and operation of a social club are discussed in detail, 45 pp. 


For the clergy . . . 


CLERGYMAN'S GUIDE TO RECOGNIZI 
10¢; $6.50 per C. This new pamphlet discusses speci 
mental illness and how the clergyman can help the sick 


mental health needs of his congrega 
MINISTERING TO FAMILIES OF THE M 
aoe Clersyinas eod syeryon? professiona! 
of the mentally ill. pp- 
PASTORAL HELP IN SERIOUS MENTAL NEES Me fou 
the clergyman recognize is, 
trish, the Yomily and the mentally ill person before, during ond after 
tion. 12 pp. 

Free of charge. . - 


TION— 
CATALOG OF SELECTED FILMS FOR MENTAL RA bean progres. 
discussion programs. 


Gives synopses of films selected 
Inclucles sug for choosing LA end presenting film 


Provides rental and purchase prices. " 
CATALOG OF PUBLICATIONS AND OTHER oni t complete 
of publications and other materials avail 
v is listed, order directly from 
lowi i stato York 
th National Assocation Tiealth, Inc., 10 Columbus Circle, New 
mec 19. 


NAMH STATE DIVISIONS 


Alabama Association for Mental Health, Inc. 
den 3283, 901 18th St., South; Birmingham, Alabama 


Alaska Mental Health Association 
P.0. Box 777, Anchorage, Alaska 99501 


Arizona Association for Mental Health, Inc. 
2610 West Bethany Home Road, Phoenix, Arizona 85017 


Arkansas Association for Mental Health, Inc. 
1765 Tower Building, Little Rock, Arkansas 72201 


California Association for Mental Health 
918 J Street, Sacramento, California 95814 


Colorado Association for Mental Health, Inc. 
1375 Delaware St., Denver, Colorado 80204 


Connecticut Association for Mental Health, Inc. 
1303 Chapel St., New Haven, Conn. 06511 


Mental Health Association of Delaware, Inc. 
701 Shipley Street, Wilmington, Delaware 19801 


District of Columbia Association for Mental Health, Inc. 
MORE Ave, N.W., Suite 108, Washington, D.C. 


Florida Association for Mental Health 
1217-A North Orange Ave., Orlando, Fla. 32804 


Georgia Association for Mental Health, Inc. 
209-12 Henry Grady Office Bldg., Atlanta, Ga. 30303 


Mental Health Association of Hawaii 
1407 Kalakaua Ave., Honolulu, Hawaii 96814 


Idaho Mental Health Association, Inc. 
Route 2, Orofino, Idaho 83544 


Mlinois Association for Mental Health, Inc. 
70915 East Adams St., Springfield, Ilinois 62701 


Mental Health Association in Indiana 
332 English Foundation Bldg. 
615 N. Alabama St., Indianapolis, Ind. 46204 


lowa Association for Mental Health, Inc. 
306 Flynn Bldg., Des Moines, lowa 50309 


Kansas Association for Mental Health, Inc. 
4015 West 21st Street, Topeka, Kansas 66604 


Kentucky Association for Mental Health, Inc. 
Suite 104, 310 West Liberty St., Louisville, Kentucky 40202 


Louisiana Association for Mental Health 
1528 Jackson Ave. New Orleans, la. 70130 


Maryland Association for Mental Health, Inc. 
2100 N. Charles St, Baltimore. Ma 21810 


Massachusetts Association for Mental Health, Inc. 
38 Chauncy Street, Room 801, Boston, Mes eolit 


Michigan Society for Mental Health, Inc. 
1528 Woodward, Detroit, Michigan 48226 


Minnesota Association for Mental Health, Inc. 
807 13th Avenue, South; Minneapolis, Minn. 55404 


Mississippi Association for Mental Health 
Room 308, King Edward Hotel 
Box 2081, Jackson, Mississippi 39205 


Missouri Association for Mental Health 
411 Madison St., Jefferson City, Missouri 65101 


Montana Association for Mental Health 
116 Oak Street, Anaconda, Montana 59711 


Nehraska Mental Health Association 
c/o J. Gordon Roberts, Pres. 
4469 Farnham Street, Omaha, Nebraska 68101 


Nevada Association for Mental Health y 
704 South Sixth Street, Las Vegas, Nevada 89101 
New Jersey Association for Mental Health, Inc. 
60 South Fullerton Ave., Montclair, N. J. 07042 


New Mexico Association for Mental Health a 
2837 San Mateo, N.E., Albuquerque, New Mexico 87110 


New York State Association for Mental Health, Inc. T 
150 State Street, Albany, N. Y. 12207 


North Carolina Mental Health Association, Inc. 
P.0. Box 562, Greenville, North Carolina 27834 


North Dakota Mental Health Association 
P.0. Box 204, Jamestown, North Dakota 58401 


Ohio Division Mental Health Federation, Inc. 
819 Central Trust Tower, Cincinnati, Ohio 45202 


Oklahoma Association for Mental Health, Inc. 
3113 Classen Boulevard, Oklahoma City, Okla. 73118 


Mental Health Association of Oregon 
718 West Burnside, Portland, Oregon 97205 


Pennsylvania Mental Health, Inc. 
1601 Walnut St., Philadelphia, Pa. 19103 


Rhode Island Association for Mental Health, Inc. 
244 Thayer St., Providence, R. |. 02906 


South Carolina Mental Health Association 
2739 Devine Street, Columbus, S. C. 29205 


South Dakota Mental Health Association 
10112 South Pierre St, Box 355, Pierre, S. D. 57501. 


Tennessee Mental Health Association 
315 Fourth Ave., North; Nashville, Tenn. 37219 


Texas Association for Mental Health 
4004 N. Lamar Blvd., Austin, Texas 78756. 


Utah Association for Mental Health im 
211 East Third South, Suite 202, Salt Lake City, Utah Bal 
Virginia Association for Mental Health, Inc. 30 
310812 West Leigh St, Richmond, Virginia 232. 


Washington Association for Mental Health 
111 No. Tacoma Ave., Tacoma, Washington 98403 


West Virginia Association for Mental Health 
226% Capitol St., Charleston, W. Va. 25301 


Wisconsin Association for Mental Health, m 
520 University Ave., P.0. Box 1486, Madison, 


Wyoming Association for Mental Health iV 
Box 31, Lyons Valley Route, Lander, Wyo. 82520. 
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'T he Citizen and 
Research 


Reports on Projects Supported by the Research Foundation 
of the National Association for Mental Health 
and the 
Committee on Research in Schizophrenia of the 
Scottish Rite Supreme Council, 
Northern Masonic Jurisdiction 


The papers in this special section of Mental Hygiene constitute the bulk of those 
delivered at the scientific sessions of the annual meeting of the National Associa- 
tion for Mental Health on November 19, 1965. Although highly diverse, they 
have one thing in common besides considerable intrinsic value: the projects on 
which they report are all subsidized in part by money raised directly by citizens. 


The National Association for Mental Health administers two funding agencies 
for research in human behavior. One, the 33-year-old Committee on Research 
in Schizophrenia of the Supreme Council, Scottish Rite, Northern Masonic Juris- 
diction, is probably one of the most prestigious of funding groups in research on 
behavior. Utilizing money raised solely from its membership of Scottish Rite 
Masons, the committee has, in its long history, supported some of the most impor- 
tant studies in the most baffling of all mental illnesses. The Research Foundation 
of the National Association for Mental Health uses funds raised by its member- 
ship of public-spirited citizens and has, in its eight years of existence, subsidized 
a broad program of investigations employing different approaches to the under- 
Standing of all forms of mental illness. 

e agencies believe strongly 
e to provide seed money 
id new ideas. Some 


The laymen who founded, and continue to support, thes 
In the need for small, flexible research foundations, abl 
ànd contingency funds and to seek out new investigators an 
9f the results of these endeavors are here presented. 


The National Association for Mental Health gratefully acknowledges a financial grant from 


Roche Laboratories, Nutley, N. J., which helped make possible the 1965 scientific sessions and 
publication of these papers. 


Authors alone are responsible for the views expressed in this publication. The mention of 


specific companies or of certain manufacturers’ products does not imply that they are endo! 


or recommended by the National Association for Mental Health in preference to others that are 
not mentioned, 


Research is, in some sense, everybody's 
business. Our current lives, our future, 
and our children's lives have been, and 
Will be, intertwined, altered, supported, 
and complicated by technical discoveries 
of all kinds. We are ancient and conserva- 
tive animals who can change our environ- 


| ment more quickly than we can change our 


capacities to react to it. We know so little 
ES ourselves, but can do so much with 
iy me around us, that we are continu- 
" ng blown up by our clever inven- 
s and surfeited to a plump death by our 

conveniences. 
hs. rer rapid alteration, in a few 
Bun. Pine into an essentially urban 
Eos a subjected us to curious strains. 
B ou ate as the early nineteenth cen- 
m ih E ap professors found it difficult 
cases of what would probably now 
Buried schizophrenia to present to 
Na. ents. Were psychotics rarer, or 
is “ed wir) better accommodated 
Bina urban society—that is, permitted 
Dio Hos of some kind in the outside 
e have no good evidence that 


Sychosi. : d 
Dr Ki 2 

the Mk is professional and research director of 
York, Nae Association for Mental Health, New 


Mha 
UE is adapted from addresses that Dr. 
lalth has given before a number of Mental 

Associations. 
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ally with the population, so the latter is 
probably true. "The growth of cities and 
industry, with the more routinized and pub- 
lic life that this entails, may, in other 
words, impose strains upon certain kinds of 
humans and make their free functioning in 
open society more difficult. Such strains 
seem to exist, at least nowadays, where ur- 
ban life is most ugly, monotonous, mar- 
ginal, and unsatisfying—that is, among 
the poor. Here we see the most overt be- 
havioral malfunctioning—and society using 
the most ineffective techniques of handling 
it. 
If our burgeoning society imposes strains 
on (at least) fragile personalities, it also 
conveys to more people than ever before 
an incredible richness. For more people 
than ever before, life is more comfortable, 
at least materially. Moreover, the dolce 
vita is (supposedly) within reach of every- 
one. This leads directly to another prob- 
lem: our guilt when anyone, by something 
beyond his control, is denied a proper role 
in society. Whether this "something" is 
mental or physical illness, or poverty, more 
of the “comfortable” people are concerned 
than ever before. We are, biologically, 
social animals; and our anxieties and our 
virtues are directed to other men. 
Though man has always been curious 
and thoughtful about man, the study of 
man is paradoxically the last area in which 
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he has perfected skill. His technology, 
the manipulation of material things, has 
long been formidable; craftsmen have long 
passed on rule-of-thumb techniques of great 
usefulness. It is much more recently that 
man has added science to technological 
skills. Science might be defined as the de- 
duction of general principles of the behav- 
ior of things, by the use of a group of 
powerful intellectual and experimental 
techniques, which principles give us the 
power to predict such behavior when met 
with again. This approach has been emi- 
nently fruitful in the physical sciences. 

But the technology, and sciences, of hu- 
manity are in their infancy. Politics, eco- 
nomics, psychology, and sociology are much 
younger and more uncertain than architec- 
ture, physics, and chemistry. An empire 
is more apt to collapse than a building. 
This is often said to be because of the 
complexity of human beings, which is cer- 
tainly flattering and possibly true; but an 
equally valid reason is that we tend to see 
other humans as mirrors rather than ob- 
jects. The observer is the observed, and 
our prejudices interfere with our observa- 
tion. It is possible to be detached about a 
tock or a molecule, but more difficult about 
an animal, and sometimes impossible about 
another human. “Empathy” is a pleasant 
word, and we all like to be considered em- 
pathic; but the essence of empathy is iden- 
tification, whereas the essence of science is 
detachment. 

We need to have both qualities to be 
human, and we need especially to know 
when one or the other is appropriate, and 
how to train ourselves in either skill. Un- 
fortunately, we know very little about how 
human beings become loving, trusting, 
empathic, and wise. We are able to see 
something about how a few generations of 
specially trained professionals have become 
increasingly knowledgeable, detached, and 
insightful, at least in their professional 
area. Perhaps some knowledge of this 
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group might help us to understand them, 
and ourselves. 

As a kind of background, then, to the 
papers that follow, let us look for a moment 
at what scientists are like and how we can 
possibly help them in their endeavor, : 


Science and the Scientist 


What does a scientist do? Well, it mut 
be admitted that too large a proportion ol 
his time is spent in a typically twentieth 
century sport—filling out forms to gt 
money for his projects and then filling out 
forms telling how he has spent the mont) 
when he gets it. If he is in a university, 
he also teaches, often not very well, for w 
usually does better as a senior colleague 0r 
as an advisor than as a didactic lecturer. 
He may also administrate, especially if he 
is full of years and honor, or frustrated in 
his own research career, though there is à 
growing feeling that this kind of thing 
might require more specialized training 
than he is apt to have. hs. 

More often than he realizes, the scientist 
is a prisoner of tradition, like the Me 1 
us. There are respectable, or fashionable 
fields in science, not always related to theif 
importance, but rather to their ia a 
the availability of money for them. i 
are, for example, many times more He 
in atomic physics than in human eco" 
or human genetics, far more experts n In f 
vidual psychotherapy than in ec. 
chiatry. Science also tends to bui a 
series of interlocking concepts, which a 
logically consistent and have such d y 
ful explanatory value that it is more tha 
fortable to work within such a onc 
to explore its drawbacks and boun 
All this puts a strain upon a Mes js 
areas may be avoided because tl e 
cannot be adequately described in be 
tific terms, and needed new ideas iud 
bitterly attacked, mainly because b. alf 
new. Such crises occur, of course 
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when a conceptual framework has outlived 
its usefulness and everybody is uneasily 
aware of it, but not quite prepared to ac- 
cept the consequences. 

One further identity with other human 
kind is that the scientist is continually 
frustrated in his work, but in a way subtler 
than most of us. 

Jakob Bronowski, of the Salk Institute, 
has recently drawn attention to a stubborn 
paradox. The scientist must use a lan- 
guage to describe his discoveries—his dis- 
coveries might even be said to consist in 
finding the most elegant and parsimonious 
description possible of some natural process. 
A language, unfortunately, whether it be 
one of the mathematical dialects or simple 
speech, is never quite the same as the proc- 
ess itself. In fact, it can be shown that 
the more complex, self-consistent, and ele- 
gant the description, the more apt it is to 
miss some essential element in the real 
world outside. Newton’s mathematical 
language is beautiful and satisfying, but 
our contemporaries know its elegance arises 
in part because it ignores huge chunks of 
difficult reality. Freud’s verbal theories are 
also satisfying, apter, and more parsimon- 
lous than those of his predecessors; but we 
find, increasingly, whole bundles of phe- 
nomena that cannot be fitted in. 

One specific frustration lies in those areas 
of science that have to deal with human 
behavior. Scientists studying people are, 
to modify the application of Otto Feni- 
chel’s famous phrase, like someone trying 
to dry himself off with a wet towel. As 
Bronowski has most specifically pointed 
out, the more we can empathize with the 
Object of our study, the more difficult be- 
comes the descriptive problem already al- 
luded to. It is moderately difficult to care 
very much about how a molecule "feels"; 
and not even the most devoted biologist 
Would be tempted even to try; but it is 


_ literally impossible not to have some feeling 


of identity with whatever moves, breathes, 
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struggles, and dies, Our own complex and 
usually unconscious fixed preconceptions 
of ourselves, infused even into the animal 
world, are projected most strongly into the 
worlds of other humans. 

In other words, the physical sciences have 
major problems in objective descriptions 
of what is "out there," but the human sci- 
ences really have no easily definable "out 
there.” We and our subjects are contin- 
ually entangled. We might even say that 
the history of science is one long disentan- 
glement of ourselves from the surround, 
from the days when the wind and sun were 
exaggerated human beings, gods, and de- 
mons to today, when only man is still an- 
thropomorphized. 

As in many problems, the avoidances are 
more easily seen than the involvements. 
Many workers in the human or animal 
sciences are so well aware of the difficulty 
that their work is more trivial than it needs 
to be, and their errors are consistently in 
the direction of uninvolvement. So assidu- 
ously, for example, have workers with ani- 
mals avoided the sentimentality of pet- 
lovers that it is only recently that the 
extraordinarily common ground between 
the behavior of animals and our own, the 
“humanness” of the higher mammals, the 
"animality" of all humans, has become the 
source of powerful concepts. 

Another unconscious involvement with 
the problem of empathy is illustrated by 
the stubborn application of psychiatric con- 
cepts deriving from the study of middle- 
class urban neurotics to all human beings 
(e.g. calling people who as stubbornly re- 
fuse to fit these concepts bad names, such 
as “psychopath”. This last is an excellent 
illustration of our assuming, empathically 
and wrongly, that other groups behave as 
we do and that deviance from our stand- 
ards must therefore mean disease. 

Despite the limitations of his social sys- 
his conceptual schemes, and his hu- 


tem, 
ist does powerful and 


manness, the scient 
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unique things, which tend to permit him, 
often enough to keep the rest of us healthy 
and comfortable, to transcend those limita- 
tions. Very baldly, here is what the scien- 
tist does. First, he asks himself a question; 
then, he answers it, as simply as he can; 
then he puts the answer to the test, as 
conclusively and honestly as the question 
permits and his ingenuity can devise. Some- 
times the test may be an experiment, some- 
times an elaborate search in the outside 
world, or something in between; but he 
must always try to disprove his answer if 
he can. The best he can say, at the end 
of the test, is that his answer seems plausi- 
ble, at least by that particular test. He 
cannot really "prove" that x—y; he can 
Say, at best, that x—y fits the known data, 
that this seems to be the description of the 
phenomena that seems at once most inclu- 
sive and most terse. 

What methods the scientist uses to keep 
himself honest, the varied battery of de- 
vices collectively called “scientific method,” 
need not be considered here. It is useful 
to know how to manufacture an engine if 
one drives a car; but it is not, after all, 
essential. If we are to drive comfortably 
in our civilization, however, we ought at 
least to know as much as we can about the 
manufacturers of our formidable scientific 
engines, for much of our future depends on 
them. 


What Scientists Are Like 


The scientist, like any member of a 
group, has certain qualities in common 
with his peers. These are most pronounced 
in the mass; and any individual Scientist, 
and most vety gifted ones, will be annoy- 
ingly at variance with them. 

First, the scientist is young. Generally, 
scientists break down into at least two 
groups: the frighteningly precocious mathe- 
maticians and physicists and the somewhat 
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more elderly biologists and beha 
ple. Probably the mathematicig 
their ilk reach their peak so far 
ity goes in their twenties; the bio! 
similar folk reach theirs a deca 
later. 

Productivity (the writing and pu 
of papers) shows no particula 
with age, whatever may happen to 
ity (the writing and publishing of 
worth writing and publishing). Th 
mean that our generalization is n 
or that older men have more influent 
editors—it is difficult to say. Howey 
must remember that the history of § 
is studded with curious exceptions 
most every rule we will mention 
for example (though he had publis 
cellent reviews in neurology whi 
young), did not attain a full creative 
until his forties. His great contem 
Pavlov turned from physiology ti 
ogy in what would be old age for 
ple, and his ideas are as apt to 
the future as Freud's do the prese 

The scientist is hard-working. To) 
one’s surprise, except their friends; 
tists are matched in brightness by 
of non-scientists. This statement 1 
quickly qualified; mathematicians 
physicists are really formidably brain 


However, successful scientists h 
quality rare in anyone. They 
endowed with something dificul 
fine, namely, "motivation." T 

sleep, dream, and practice their cal 
preference to much else. They tend 
a good deal more involved in what th 
doing than in such things as WIVES 
family, though they seem to ma 
suffering spouses and often enough 
a reputation for family stability. 
sons, somehow, frequently manage 
tify successfully with their fathers, 
in peculiar ways. I once knew a 
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fascinated by desert geology. He carted his 
family with rapt enthusiasm over inter- 
minable stretches of our desiccated and 
deserted Great American Desert. When 
his son grew up, he too became a scientist, 
like daddy; but the field he chose was 
marine biology. 

The scientist is single-minded. Occa- 
sionally individual scientists manage to 
combine a wide learning with great com- 
petence in a narrow field. These are among 
the most delightful of human beings, but 
they are not as common as one might hope. 
Because scientists’ shop-talk is wonderful 
and strange to us, we tend to overestimate 
their general knowledge. A scientist out 
of his field is apt to be as wide of the mark 
as anyone else. However, there are inter- 
esting exceptions. Tyndall and Pasteur, 
who helped establish bacteriology, were, re- 
spectively, a physicist and a chemist. The 
very best scientists seem good at many 
things; for example, Helmholtz and Galton 
were incredible people who illumined al- 
Most everything they touched. 

The scientist is an artist. Bronowski has 
recently pointed out something that, once 
said, everybody knew all along: the scien- 
tist is a kind of artist. Most people, how- 
ever, may not be too sure precisely what an 
artist is and why he is whatever he is, so 
that the analogy, while apt, is not as illumi- 
nating as it might be. A more familiar 
comparison might be with a craftsman, or 
Master machinist, or that genius at your 
local repair shop who keeps your wife's 
automobile running. All of these people 
Work for money, it is true; but all seem to 
be most pleased—note the word—to bend 
their skills upon a difficult problem, and by 
this means to make it at least understand- 
able and perhaps soluble. A mathematician 
Solving a problem, a psychoanalyst finally 
Seeing a pattern in a patient's ramblings, 
or (to couple motor with intellectual ac- 
tion) the surgeon's esthetic satisfaction after 
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a difficult procedure—all these human ac- 
tivities have a common note: some happy 
callings, besides the usual rewards of status, 
wealth, or love, have a more satisfying re- 
ward, a sense of rightness, of sudden har- 
mony or completeness that results from 
perceiving some new relationship or ac- 
complishing some new pattern of activity. 
In a very real sense, the scientist's solution 
to the problem before him is its own re- 
ward. "Exciting," “elegant,” “beautiful” 
—all these words are more often uttered 
by working scientists than by most people; 
and they are talking not of beautiful peo- 
ple, but of beautiful concepts and beautiful 
proofs of these concepts. 

The scientist is a highly moral person, 
Bronowski, again, has recently drawn at- 
tention to another salient aspect of the sci- 
entist, which gives the scientist, in a pro- 
found way, a certain superiority over even 
the artist, Art is, at least from one point of 
view, the perceiving of complex relation- 
ships in the internal or external world and 
the communication of a precise and mean- 
ingful description. But, notoriously, there 
is a good deal less agreement about success- 
ful art than there is about successful science. 
“Scientific method,” a battery of complex 
tools of various sorts, is designed to ensure 
that the scientist is not deceiving himself, 
that what he finds “out there” is really 
there. Given the same skills, another scien- 
tist would be able to find the same. The 
demands of honesty, to himself and to the 
world, which most of us can ignore, are 
part of the daily pressures of the scientist's 
life. To be suspected of fudging his data, 
of being overly sweeping in his conclusions, 
or of sloppy design is for the scientist rather 
like becoming a Hester Prynne. At least 
one not inconsequential aspect of morality 
—honesty—is, then, a day-by-day aspect of 
being a scientist, with the added terror that 
agreed-upon means of estimating his verac- 
ity are within the competence of his peers. 


( 
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The Sociology of Funding 


The scientist lives in a special kind of 
social system. "The scientist is young, or 
relatively so, but lives in a world hierarchi- 
cal and structured enough to have been 
designed by graybeards. Universities are 
very old institutions, and even some re- 
search institutes have hoary traditions. 
Once a project is started, the little cultures 
of universities and institutes support them 
quite well, and they take on a kind of aged 
patina rather quickly. It is getting a proj- 
ect started that raises problems. There are 
two major reasons: anything new is prob- 
ably unsound, at least if the idea is someone 
else's; and it costs money, and most univer- 
sities and institutes have very little. The 
first reason is merely human; but the second 
raises aspects of funding that are almost 
peculiar to research. 

‘The cry of poverty from institutions may 
be irritating to the alumnus, the tax-payer, 
or the contributor to the local research in- 
stitute, for the budgets of some of these 
enterprises are often yery big business; yet 
the tears of presidents and directors at fund- 
raising time are justified. Tuition fees and 
endowment funds, in all but a few of the 
hugest institutions, are just not sufficient 
to meet housekeeping needs, cover staff sal- 
aries, and pay for such additional luxuries 
as research, especially new research. To 
carry on such programs, a university or re- 
search institute increasingly turns to other 
sources. For all practical Purposes, the 
principal “other source” is the federal gov- 
ernment. : 

Institutions tend to call endowment 
money, or other “no strings attached” 
funds, “hard money,” in contrast to federal 
“soft money.” Why “soft”? Well, it is, 
essentially, somewhat slippery and basically 
beyond control, like soap in a bathtub. 
Grants may not be renewed (and shoals of 

professors may be left stranded, like black- 


fish at high tide); or grants may 
proved (in which case the young 
the scientist has been seducing for 
heads for the University of Califo 
Berkeley); or he does not hear whet] 
grant has been approved for alm 
(and many things may happen in tha 
such as his getting a good offer from | 
ley); or the eyebrows of the grants co 
tee may be raised because he dot 
already have the “facilities” to do tl 
outlined (yet the reason he wrote: 
grant was to get the facilities); or, 
quite young, foreheads may be 
at his “inexperience” (but how can hi 
experience unless he gets experience?) 
having received his grant, he realize 
his idea is completely wrong, that 
not schmerzkopfgentisic acid at all # 
involved, but probably the dime 
indole of angstin. 

This is a dilemma that, contrary 
psychotherapeutic principles, had 
not be publicly verbalized, or qi 
will be raised in the grants committe 
the scientist’s ability to “really 1 
through," ie, he will be conside 
flibbertigibbet, which is death to bea 
would be far better to take that $3 
has lying around in his contingenc 
and get that bright medical student 1 
some surreptitious tests on angstin 
hold! He doesn't have a continge 
The chairman of the department bo 
it two years ago to help pay the ex 
of a visiting molecular biologist" 
Witswatersrand, and the chairman b 
avoiding him for months. He wouk 
him a stinging memorandum at on 
cept that his budget doesn’t include 
tary. Moreover, he needs $4,000 
because he can’t do anything on 
stin without labeled zirconium, 
knows how much that costs! 

Now, all sound members of grants" 
mittees know the above to be spé 


The citizen and research 


"quite untenable concepts (of relevance only 
when their projects are up for review). 
Nonetheless, the above attitudes are said to 
occur in research circles and, for us, not 
only make the research worker more hu- 
man, but suggest how our citizens’ organi- 
zations may be of help. Our supplemental, 
stopgap, perhaps more adventurous fund- 
ing could aid the government and the 
worker considerably. For we must not 
assume the job is over; far from it. 


The Current Situation 


There is the interesting question of just 
what basic knowledge we have acquired 
that is suitable for translation into clinical 
applications. The answer is encouraging, 
but by no means permissive of overopti- 
mism. 

The best of our current treatment (a) is 
based on concepts of some antiquity, and 
(b) does not by any means result in certain 
improvement in all cases. The principles 
9n which most psychotherapy is based are 
upward of fifty years old, whether these 
therapies are derived from Freudian or 
learning theory (and neither is yet accepted 
by all scientists, by any means). Electro- 
convulsive treatments are over thirty years 
old; tranquilizing drugs were introduced 
almost fifteen years ago; most principles of 
good hospital management are at least a 
century old; community involvement in 
Mental health institutions was discussed 
With great sophistication by Adolf Meyer 
in the early twentieth century, and so on. 

This catalog of our important weapons 
against mental illness should not be mini- 
mized, for they all are very useful; but 
None are as effective as a hundred equiva- 
lent therapeutic devices in general medi- 
ane or surgery. Moreover, the rate of new 
Major breakthroughs in psychiatry appears 
to be still very slow, compared with other 
feld. The obtaining of more effective 
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therapies, and a more varied bag of treat- 
ments, will probably depend on basic re- 
search just as much in this field as it has 
in medicine and surgery. 

So there is an interesting situation. An 
area of knowledge that has not yet achieved 
a rate of discovery commensurable with 
other fields and that lacks treatment meth- 
ods analogous to those in other branches 
of medicine may be in some potential dan- 
ger. The danger, of course, is that rather 
bitter disillusionment is likely to occur 
when the treatment methods are eventually 
found not to be panaceas. The policy of 
a disillusioned citizenry is not apt to be the 
trying of new alternatives; it is much more 
apt to be a policy of doing as little as possi- 
ble. Those who doubt this might look 
carefully at the history of the state hospitals 
between 1830 and 1890; the cure-alls of the 
first date became the mausoleums of the 
second. 


How To Be a Patron of Research 


The citizen's involvement in research is 
already vast. It is his money; and, in much 
research, he is also the subject, or at least 
the hopeful goal. Probably, however, he 
can be less passive than in the past, espe- 
cially in certain peripheral areas, His most 
important function, primary and untrans- 
ferable, is to be a critic. Note I do not say 
“practitioner,” or demand a research- 
worker's expertise (in fact, the fate of drama 
critics who write plays, except possibly for 
Bernard Shaw, has been rather sad). I 
mean by a critic a person who is able to 
observe given activities with some sophisti- 
cation, a sophistication made possible by a 
firm grasp of certain basic facts. 

The first fact is that research in human 
behavior must be a central concern of all 
human beings. The situation of humanity 
js critical now, and will become worse. 
Why? There is increasing evidence that 
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our current engorging of our living-space 
with people may lead to very stubborn situ- 
ations that we have no guarantee we can 
adjust to. Some studies of overcrowding in 
animals, revealing a curious rise in social 
and sexual abnormalities, a fragmentation 
of usual patterns of interaction, and so on, 
bring to mind what Manhattan may be- 
come. After a hundred millennia on this 
planet, we still are not sure what the opti- 
mal environment is for man, but we may 
be well on our way to proving a little too 
conclusively that this can't be it. 

Consider, too, the closely linked problem 
of human aggressiveness. I am sympa- 
thetic to those who feel that human nasti- 
ness is merely situational and that all we 
need to do is change this or that in our sur- 
roundings; but the problem is probably 
more deeply rooted. Stuart Piggott, the 
great archeologist, has stated the matter 
rather forthrightly: "Here we may merely 
note that so far as inference can reasonably 
be made from archaeological evidence there 
is nothing to suggest that the desire for 
domination by force and if necessary killing 
is not as deeply seated a human emotion 
and urge as any other. . . ." 

"This is depressing, for human hostility is 
often escapable if it extends no farther 
than a strong man throwing a rock, or try- 
ing to run someone down with a chariot, 
but our current technical ingenuity has 
overcome such limitations. Assuming we 
manage to get by, we are still creating a 
society in which, because its members must 
be excessively literate, disciplined, hard- 
working and sober, more and more kinds 
of human beings are finding it harder to 
keep abreast of the rest of their fellow 
men. 

The schizophrenic, about whom we know 
discouragingly little, finds the iron sched- 
ules and close togetherness of our society 
more than he can bear. The mildly brain- 
damaged, the retarded, the dyslexic—all 
fail at the first necessary hurdle, the school, 
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and seldom are permitted a second try, | 
Our “acceptance” of such failures is prob- 
ably greater than it was a hundred years 
ago, in the sense that we no longer chain 
the deviants to walls. But how many of us 
have faced the fact that, if they are indeed 
human, they must have a niche in human 
society? They are our brothers, and we are 
denying them a place at our Father's table 
Another fact is that the little social sys 
tem that scientists have built for themselvs 
is, like all things human, imperfect, and 
can be helped to function better by peri 
odic small lubrications from the external 
world. 'This demands some sophistication 
and continued interest. I will enlarge on 
what can be done practically in more detail 
elsewhere; but I have in mind such things 
as flexible and rapid funding of projects, 
searching-out and supporting the young 
small amounts of money without any 
strings attached and not allocated to any 
specific project, secretarial assistance m 
administrative help, finding experimenta 
subjects in the community, assisting n 
follow-up studies, and so on. Direct " 
volvement by citizens must supplement i " 
efforts of existing agencies concerned wil i 
supporting research. Citizens must do wha 
agencies do not do or do not do well. " 
The third fact is that, though a M 
grasp of the minutiae of investigution m 
be beyond most people (and is pro! p 
unnecessary), a good deal of the beauty ed 
symmetry of good research can be com 
to all of us. Although we cannot Write "i 
play, we can get some sense of d 
dramatist goes about solving his pro pa 
I am not thinking only of such d " 
things as how hunches are cast into be 
hypotheses and how a hypothesis C En 
demonstrated. There are also impo the 
and often overlooked matters ane a 
tendency of people to get bak the 
"worse" because of factors other thi ating 
treatment under study—the fasc? 
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“placebo” response. Moreover, we some- 
times forget that we really cannot tell if we 
have cured a disease if we ignore the dis- 
ease's natural history—that is, its tendency 
toward spontaneous worsening or improve- 
ment. You are aware, I am sure, of one of 
the best-established of medical axioms: The 
common cold, if vigorously treated with 
aspirin, forced fluids, and bed-rest, can be 
tumphantly overcome in a week, but 
neglect of this salutary regimen may result 
in its lasting as long as seven days. 

Also, there is the problem of whether a 
condition under study is really a single en- 
tity. For example, no real notion of the 
effectiveness of treatment can be obtained 
When the studied “disease” is really a col- 
lection of disparate things. To illustrate: 
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most medical textbooks of the last century 
had a large section entitled “fevers,” which 
lumped together a large number of what 
we now know were quite diverse condi- 
tions. It is at least possible that such terms 
as "schizophrenia" or “psychopath”. are 
equally meaningless. 

All of these fascinating problems can 
probably be solved. A hundred years have 
banished many of the more dangerous ene- 
mies of mankind; the wolf and the pneu- 
mococcus no longer prey on us. Man's 
enemy is now only his ignorance of man. 
This is the last great hunt, and man is a 
hunter since before he became man, We 
in the mental health associations have a 
stake in this, for science is of man, and what 
mankind may become is of science. 
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The History and Current Status of the Science of Behavior 


Alexander, F. and Selésnick, S.: The History of Psychiatry. New York, Harper & Row, I 
Postman, L. (ed): Psychology in the Making. New York, A. A. Knopf, 1962. j 
Watson, R. I.: The Great Psychologists. Philadelphia, J. B. Lippincott, 1963. 


Alexander's already famous work is of considerable value in placing current Psychiatric acti 
ties in a historical perspective, though it suffers from the usual fault of the amateur hist 
in seeing the past mainly in terms of present emphases. Postman’s book is a superb colli 
of studies in the development of ideas about a few specific areas of human behavior, and 
good a collection of examples of research over time as can be found. Watson’s book is a 
popular account of the history of psychological systems, including some developed by psychi 

Those who wish further information about the development of research in human beh 
might consult E. G. Boring’s History of Experimental Psychology (New York, Appleton), a 
able and stimulating book. Somewhat more information than one might wish about psycho 
systems may be found in G. S. Brett's History of Psychology (published by M.LT), wh 
available in paperback in an edition abridged and edited by R. S, Peters. Information 
current systems of psychology and psychiatry can be found in many books, of which D. H. 
and H. B. Urban's Systems of Psychotherapy (New York, Wiley, 1963) is one of the latest and b 
A report by the branch of the government most concerned with behavior research provid 
useful summary: Research Activities of the National Institute of Mental Health (Washington 
D. C., Superintendent of Documents, Government Printing Office, 1964). d 

A good, brief account of the history of science in general is S. F. Mason's A History of 
Sciences, available in paperback (New York, Collier Books, 1962). 
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Basic research and mental illnesses 


When one attempts to survey the broad 
field of basic research in the area of mental 
health and mental illnesses, one rapidly 
becomes aware of the enormity of the task 
one has assumed. One has first the task 
of defining basic research. Does one mean 
“basic” as contrasted to “clinical,” “basic” 
as contrasted to "applied," "basic" as con- 
trasted to studies of human beings in 
action—or is some other definition to be 
used? Is "basic" research a carefully or- 
ganized -hypothesis—testing endeavor as 
contrasted to naturalistic observations in 
which one studies action and interaction 
in a natural setting without manipulation, 
to determine facts on which a hypothesis 
can be based and tested? 

One has little trouble determining that 
Studies in the field of genetic biochemistry 
without relation to health or disease are 
basic” or “fundamental” research; but 
What of studies of neurosis-producing stress 
in chimpanzees, or learning in deaf chil- 
dren? 

For purposes of this overview, therefore, 

am approaching my subject with the 
Concept that basic research consists of those 
Be a 
pde. is dean of the School of Medicine, St. 
Haer cf S St. Louis, Mo. He is Second ps 
Hang Hos Eos National Association zd AEN zd 
tional ers ie was formerly director of the 

e of Mental Health. 


studies, whether they be hypothesis-testing 
or naturalistic that are concerned with 
phenomena that conceivably may have a 
bearing on mental health or disease but 
that are not studies of disease or health per 
se, I would be the first to concede that 
this definition may not make anyone else 
happy (in fact, I am not always sure it 
makes me happy), but at least it is a work- 
ing definition that will allow me to proceed. 

If one is looking for dramatic discoveries 
in psychiatry that would constitute a 
"breakthrough" and permit us to make a 
sudden, long stride forward, one would be 
disappointed in most instances. As is true 
with the piano virtuoso, or the tennis 
champion, or the surgeon, or the gifted 
statesman, what the public sees as an al- 
most effortless dramatic performance rep- 
resents untold hours of preparation. In 
research there are days, weeks, months, 
years of bonebreaking, heartbreaking, mind- 
wearying preparation for the big ex- 
periment. For many there is never a "big 
experiment," but rather a series of small 
contributions to the sum of scientific 
knowledge, which make possible a better 
world through greater insight into the na- 
ture of life in health and disease. 

My colleague and friend, Dr. Seymour 


S. Kety, has put it this way: 
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Tt is true that very occasionally one can cite dra- 
matic discoveries in basic science which have led 
directly to important contributions to the diagnosis, 
prevention, or treatment of illness. The truth of 
the matter, however, is that in those instances, as 
in every practical achievement in medicine, the 
accomplishment depended upon and would not 
have occurred except for a tremendous amount of 
undramatic, fundamental, information accumulated 
Over the centuries of man's scientific effort which 
Went into the training and scientific background 
of every man involved every step of the way. It is 
possible that by emphasizing the few instances 
where the progress has been dramatic and appears 
to have been on the basis of conspicuous stepping- 
stones, we may tend to oversimplify the history of 
scientific achievement and have created an unreal 
perception of the ease and. directness by which it 
may be accomplished in the future, 

This is especially true of psychiatry, where the 
specific instances that one can Cite are fewer, for 
the achievements have often been apparently seren- 
dipitous, and where most of them lie in the future, 
Of course, what must also be pointed out is that 
even the chance discovery by serendipity is directly 
related to the total amount of opportunities for 
such chances to occur and, since "chance favors the 
prepared mind," to the importance of the informa- 
tion which the observer must have to recognize the 
chance discovery when it happens. 


There is so much that goes into what 
we so loosely call a "discovery." For a 
number of years many of us used the ex- 
ample of the discovery of the etiology and 
treatment of general paresis as a glowing 
example of the conquest of disease through 
research, What certainly was not men- 
tioned enough, however, was that the dis- 
covery and identification of the spirochete 
in the brain depended upon a vast store of 
information in the fields of microbiology 
and neuropathology, the development of 
the histologic staining techniques, even the 
development of the microscope; and the 
eradication of paresis depended equally 
upon the inorganic and organic chemistry, 
toxicology, and pharmacology that went 
into the work of Ehrlich and the wealth of 
Preparation that led to the "chance" dis. 
covery of penicillin and its application to 
that problem. : 

A more recent example comes from the 
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personal experience of Kety himself, which 
I saw occur while I was at the National 
Institute of Mental Health. The hypothe- 
sis that there was a disordor in the meta- 
bolism of epinephrine in schizophrenia led 
Kety and his co-workers, in 1956, to seek 
means of studying this hormone in schizo- 
phrenic patients. In order to do this, it was 
necessary to prepare tagged epinephrine. 
Kety was finally successful in finding one 
laboratory that could prepare tritiated 
epinephrine for him with high specific ac- 
tivity. With this substance, which had not 
previously been available, and with the 
liquid-scintillation counter, which had be- 
come available through physics and elec- 
tronics and organic chemistry, and on the 
basis of previous work by others, Axelrod, 
working in Kety's laboratory, was able to 
define the normal metabolism of epineph- 
rine, and was then able to apply this knowl- 
edge to its metabolism in schizophrenia. 
Although these investigators were unable 
to demonstrate a disorder in epinephrine 
metabolism, the knowledge of the various 
metabolic steps through which epinephrine 
goes in the body has been a major con- 
tributor to the burgeoning interest and re- 
search in catecholamines, which at the 
present time offer exciting prospects for 
greater insight into some of the fundamen- 
tal factors contributing to at least some of 
the schizophrenias. 

There has been an ever increasing stream 
of new knowledge in the sciences basic to 
mental illness and health since World War 
IL The stimulus for much of this, of 
course, came from the need for better un- 
derstanding of human emotions in con- 
nection not only with the war effort, but 
also with the various tensions that have 
held the world in their grip since that time. 
The period since 1941 has been marked by 
a greatly increased awareness of the inter- 
relationship of psychologic, constitutional, 
and environmental | influences upon be- 
havior. It is now well established that 
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influences in the psychologic realm affect 
physiologic functioning, that the reverse 
is also true, and that the whole set of in- 
teractions occurs in a social-interpersonal 
setting that influences both psychologic 
and physiologic events. These advances 
in knowledge have affected the conceptual 
systems of scientists and, as a consequence, 
the therapeutic methods of clinicians. The 
real effort of scientists today in the study 
of man is directed toward comprehending 
the transactions among all three of these 
areas. Advances are being made, and new 


- knowledge is being brought to light in the 


biologic, psychologic, and social areas. 

Among the biologic advances are several 
important primary findings related to the 
functional organization of the brain. The 
development of techniques for stimulating 
the exposed human cortex has laid the 
groundwork for the study of brain function 
in relation to subjective experience. Stud- 
ies revealing that an animal will perform 
work for the privilege of receiving brain 
stimulation in certain brain loci, or of 
avoiding such stimulation in other loci, 
lend support to the hypothesis that specific 
brain systems are involved in motivation. 
It has been demonstrated that discrete areas 
of the brain can be activated electrically 
or, in some cases, chemically, to elicit be- 
havior that is related to the satisfaction of 
specific appetites. Moreover, the drives so 
generated can be used to shape behavior, 
leading the animal to resourceful exploita- 
tion of its other intellectual and physical 
Tesources in order to attain specific goals. 
Comparisons have revealed that certain 
drives induced by such central stimulation 
may be even stronger than the traditional 
hunger, thirst, and sex drives. 

These studies on central reward mecha- 
nisms have now been extended to the in- 
jection of chemical agents and hormones 
into the brains of animals. Data from 
these studies show that the injection of cer- 
tain compounds in very small quantities 


into specific, localized regions of the brain 
modify behavior in systematic and predict- 
able ways. The injection of control solu- 
tions in the same locations, or the same 
compounds injected elsewhere, do not have 
such effects. This would appear to open 
a whole avenue of new correlations be- 
tween neurochemistry, neurophysiology, 
and behavior. 

Recent years have seen the dramatic and 
significant discovery of a number of neuro- 
chemical substances that appear to play 
major roles in the activity of various neu- 
rones in the transmission of nerve impulses. 
Acetylcholine, serotonin, epinephrine, nor- 
epinephrine, histamine, and gamma-amino- 
butyric acid are a few examples. The 
enzyme systems responsible for synthesizing 
and destroying these substances are now 
better, but far from perfectly understood. 
The principal pathways through which the 
substances are metabolized are under de- 
tailed investigation in many laboratories, 
and the distribution of the substances and 
their related enzymes in various parts of 
the brain and nervous system is under con- 
tinuous and intensive investigation. Find- 
ings from some studies of this nature are 
discussed in other papers here presented 
by investigators whose work has been sup- 
ported, at least in part, by the Research 
Foundation of the National Association for 
Mental Health, and/or the Scottish Rite 
Program for Research in Schizophrenia. 

Another group of important biologic 
advances is related to the definition of 
certain parts of the brain known as the 
limbic system in anatomic and functional 
terms, and the demonstration of the con- 
trol that this system, the basal ganglia of 
the brain, the brain stem, and the hy- 
pothalamus exercise over the emotions and 
over visceral behavior. 

Until a few years ago it was assumed 
that nerve cells transmitted impulses on 
an “all or none” basis. It was believed 
that a stimulus either yielded a standard 
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nerve response or no response at all. Sev- 
eral neurophysiologists, working indepen- 
dently of one another, determined that 
"graded responses" occur at both the re- 
ceiving and the transmitting ends of the 
nerve cell. These responses are local and 
cumulative, accurately "grading" incoming 
stimuli into "all or none" impulses for 
long-distance transmission. The impor- 
tance of this discovery lies in the probabil- 
ity that it is the neural endings containing 
the graded response mechanisms that are 
the seat of our most complex mental ac- 
tivity and that are definitely the areas most 
affected by drugs. A great deal of cerebral 
and neural activity too complicated to be 
explained by the “all or none” theory of 
transmission can be much more clearly 
understood in the light of this new insight 
into a basic neurophysiologic mechanism. 
Among others who have carried on work 
of this nature are Hoagland and Bergen, 
whose papers will be found on pages 510 
and 505, 

A whole new area of investigation—and 
an extremely fascinating one—deals with 
the necessity for a continuous flow of in- 
formation from the outside world for the 
maintenance of normal mental Processes, 
One study has gathered evidence indicating 
that the visual centers of the brain show 
more electrical activity during sleep than 
during waking states. These data suggest 
that sleep is associated with an alteration 
of the pattern of cerebral activity rather 
than with the absence of activity in the 
brain. Sleep and dreaming being so closely 
related, it is natural that dreaming has re- 
ceived a great deal of scientific attention. 
It has been found that, when deprived of 
dream periods, a person compensates by 
dreaming more later. After prolonged 
dream deprivation, some yolunteers have 
shown psychotic symptoms, a finding that 
has caused increased research into the re- 
lationship between sleep and dreaming, on 
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the one hand, and mental health, on the 
other. 

Of key significance to the understanding 
of mental health and disease has been the 
discovery of the metabolic pathway in man 
for the catecholamines epinephrine and 
norepinephrine. It has been demonstrated 
that these two important hormones are 
metabolized by methylation, which means 
the transfer of a chemical group consisting 
of a carbon atom and three hydrogen atoms 
either into the molecule or out of the 
molecule. More recent findings now make 
it possible to account for the fate of prac- 
tically all epinephrine in the human body. 
These new studies provide a clear picture 
of the metabolic processes affecting the 
functioning of the nervous system and 
bodily responses to stress. 

Compounds such as epinephrine, nor- 
epinephrine, and dopamine have been of 
interest to researchers because the release 
and metabolism of these substances are 
greatly affected by stress and because the 
chemicals bear a close structural relation- 
ship to certain drugs that cause hallucina- 
tions. Recently a chemical closely related 
to a normal metabolite or breakdown prod- 
uct of dopamine has been identified in the 
urine of schizophrenics. The normal me- 
tabolite appears in the urine of both nor- 
mal persons and schizophrenics and has 
virtually no biologic activity. On the other 
hand, the recently identified chemical, 
which had not previously been detected as 
Occurring naturally in man or animals, has 
long been known to be a central nervous 
system inhibitor. 

It is a significant testimony to the breadth 
of vision and scientific acumen of the Re- 
Search Foundation and the Scottish Rite 
Program that they both have supported 
studies not only on the traditional or well- 
known catecholamines, but also on related 
substances, such as those just mentioned. 

The discovery of the psychologic effects 
of lysergic acid diethylamide (LSD) has 
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provided an important stimulus to psycho- 
pharmacology. LSD has been used as an 
important research tool in experimental 
psychiatry, neurophysiology, and neuro- 
pharmacology. The finding of a specific 
effect of LSD on the lateral geniculate nu- 
cleus represents the first discovery of a 
localized and specific effect of a visual hal- 
lucinogen on a part of the visual system. 
The demonstration of the presence of sero- 
tonin in the brain and the discovery of 
antagonism between LSD and serotonin 
have directed scientific interest toward the 
role of serotonin in the central nervous 
system. 

As noted above, dream deprivation has 
been found—in some cases, at least—to be 
accompanied by psychotic symptoms. LSD 
has been used to counteract this on an ex- 
perimental basis, on the assumption that 
LSD, which produces dream-like phenom- 
ena during waking, might also increase the 
dreaming time in a dream-deprived per 
son. In a recent study, it was found that 
LSD, in minute amounts, can double or 
triple the normal time that some persons 
Spend in the dreaming phase. This sug- 
gests that a chemical means of amplifying 
ni dream state should be investigated fur- 

er. 

One of the controversies still being waged 
has to do with the unanswered question as 
to what the ties are between complex chem- 
ical processes and the equally complex con- 
Series of the mental illnesses. One method 
of attacking this problem has been the 
Search for possible psychotoxic substances 
that may occur in the blood of patients suf- 
fering from mental illnesses. If there is 
Some biochemical derangement in these 
in a careful analysis of their body 

uids and a comparison of these fluids with 
ion of normal people may point the way 
er, € source of mental illness. It is ex- 

ely difficult; however, to determine 
Whether a certain chemical substance is 
Telated to the cause or is a by-product of 


the disease. Also, many extraneous factors, 
such as diet and incidence of infectious 
diseases, may account for observed differ- 
ences in biochemical substances and reac- 
tions between normal persons and mental 
patients. 

The past few years have seen the uncov- 
ering of a number of promising leads link- 
ing schizophrenia to faulty metabolism and 
to one or another chemical substance. In 
the case of some of these substances, other 
investigators have been unable to replicate 
the findings. In the case of other sub- 
stances, it has been found that the bio- 
chemical differences resulted from factors 
other than mental illnesses. Some leads 
need more study and are still open. Among 
other scientists who have been studying 
these phenomena in depth, and who are 
not only pursuing their independent leads, 
but also checking the findings of others, are 
Hoagland and Bergen, mentioned above. 

The question of the role that heredity 
plays in mental illness, particularly in 
schizophrenia, is another subject that has 
been occupying a number of very compe- 
tent investigators. Certainly research in 
genetics is essential to the understanding of 
these disorders. 

Investigators have recently studied five 
families with identical twins in which one 
twin had schizophrenia and the other one 
did not. In such cases, the investigators 
believe that the reason one twin becomes 
ill and the other does not must lie in dif- 
ferences in interpersonal relationships, 
stress and growth experiences, or non- 
genetic, biologic factors. In all five pairs 
of twins studied, the one who became schiz- 
ophrenic was smaller and lighter at birth 
than the co-twin. It was concluded that 
these children were accordingly perceived 
by the mother as being in more need of 
nurturing and thereby requiring more pro- 
tection, attention, and involvement. 

Another investigator has completed a ma- 
jor study of the heredity-environment prob- 
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lem in schizophrenia. He has concluded 
that an inherited factor in schizophrenia is 
probable; that the course of the illness is 
manifested by clinical subtypes; that vari- 
ous behaviors during psychosis reflect the 
inherited factor whereas the severity of the 
illness reflects primarily environmental fac- 
tors; and that, at least among plural births 
such as identical twins or quadruplets, pre- 
natal influences, especially those that lead 
to sizable differences in birth weight and 
adult height, affect the severity of the mani- 
fest illness. 

The psychologic advances related to 
mental health and illness during the past 
two decades have been rooted in the new 
directions psychology itself has taken. 
Among the more noteworthy advances is 
the increased knowledge we now have 
about the bases of motivation, including 
the discovery of specific stimulus-bound in- 
nate responses governing instinctive be- 
havior in lower animals. Demonstration of 
the importance of the “imprinting” proc- 
ess and of the plasticity of the central nerv- 
ous system in both animals and man during 
critical phases of early development has 
resulted in much re-examination of the no- 
tion of instinctive behavior. Evidence has 
been established for the existence of the 
curiosity or exploratory drive as an instinct 
that can displace such theoretically stronger 
drives as hunger, thirst, and fear. 

Highly significant so far as knowledge of 
mental health is concerned has been the 
series of developmental studies initiated 
and carried out during recent years by 
psychologists all over the world. These 
include analyses of child-rearing practices, 
which have concentrated on ways in which 
information about child care and develop- 
ment is communicated to Parents, conse- 
quences of misinformation, and needs and 
methods for child-care instruction. Inves- 
tigators have developed devices for meas- 
uring mother-child interaction and for as- 
sessing’ the effects of such interaction on 
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the personality development of children. 
Recent similar diagnostic tools are being 
used in broad programs designed to study 
normal child development and parent-child 
interactions. 

Investigators are studying interactions 
between genetic and environmental factors 
in early behavioral development, as well as 
the nature of learning in the early stages of 
human development. A principal focus of 
this work is on drives and reaction tend- 
encies of normal infants (such as curiosity 
and the need for visual and other stimula- 


tion) and the relation of these drives to i 


learning and personality development. 
Psychologists who have been making longi- 
tudinal studies of age changes and intel- 
lectual ability have found that children’s 
LQ.s change over time and that these 
changes are related to personality varia- 
bles. Other longitudinal studies have 
shown the human capacity for intellectual 
growth and learning well into middle age. 

Going now to the other end of the age 
Spectrum, psychologic researchers on el- 
derly people have demonstrated the role 
of the nervous system as a pacemaker in 
the aging process, We are constantly learn- 
ing more about the process of aging as a 
part of human development and about the 
characteristics that are attributable to nor- 
mal and abnormal aspects of this process. 
In one study it was found that healthy 
older men are not very different from 
healthy younger men and that illness rather 
than age often accounts for the typical pic- 
ture one has of a group of older persons. 
When the group under observation was 
divided into a subgroup of healthy per- 
sons and another subgroup of persons with 
subclinical conditions, such as mild hyper- 
tension, certain psychologic differences were 
noted that could be related to the level of 
Physiologic functioning. However, both 
subgroups differed significantly from 
younger men in certain psychologic meas- 
urements. It appears that, although health 


-— 


Basic research and mental illnesses 499 


- alone seems to be a factor in the physiologic 


differences between young and old, normal 
aging, as well as health, is important in 
psychologic differences between the two age 
groups. 

Psychologic factors, however, also have 
an effect on physiologic functions. For 
example, older men who were functioning 
less well in their social environment and 
who found leisure time and retirement op- 
pressive had lower than normal cerebral 
blood flow and cerebral oxygen consump- 
tion. It has also been found that mental 


. illnesses such as depressions are often no 


different in the elderly than in younger 
people, and that they are as treatable as are 
depressions in younger people. 

A significant aspect of all these studies 
is the new emphasis on the continuum of 
treatment from infancy to old age, which 
opens the door to concentration on mental 
health per se. We now have a conceptual 
framework within which to study the proc- 
esses of normal human development and 
the factors contributing to, or interfering 
with, that development. Eventually this 
should enable us to amass a body of data 
that will make possible utilization of spe- 
cific techniques for the promotion of men- 
tal health on a rational basis. 

A number of important findings have 
come to light in the field of social studies. 
Recently it has been demonstrated that 
living room or space is an important fac- 
d in both the induction of, and the relief 
Tom, stress, but that this is a little under- 
ae phenomenon. The need to lay claim 
n and organize territory and to maintain 
en of discreet distances from one's 

w man is thought to be just as basic 
as the need for food, sex, and approval, 
te to one group of investigators. 
bao, example of the importance of space, 
in Se investigators report observations made 
la one of the seldom-visited wards of a 

tge mental hospital. Here dramatic im- 
Provements were noted in the behavior of 


patients moved to a more adequate setting 
within the hospital. 

Some of the more startling effects of 
crowding have been seen in animal studies. 
Findings suggest that crowding induces 
stress, causing disturbed behavior and 
sometimes even death from kidney and 
other diseases affecting adrenal output. 
Crowding extends its effects to subsequent 
generations through physiologic stress ef- 
fects in the mothers. For example, some 
now-famous studies of rat populations, con- 
ducted at the National Institute of Mental 
Health, have shown that well-fed rats ex- 
ceeding a certain population size in an 
inescapable area developed behavior dis- 
orders such as cannibalism, homosexuality, 
and a range of disturbances among the fe- 
males that rendered them incapable of 
bearing full-term infants or rearing those 
they did bear. A more recent study has 
shown that mice raised under crowded con- 
ditions develop enlarged adrenal glands 
and show agitated behavior. 

It should not be surprising, in the light 
of these studies, that a survey of many 
hundreds of adults living in Manhattan has 
shown a relationship between social class 
and not only mental illness, but also such 
problems as obesity. 

Another particularly rich area of investi- 
gation during the past few years has been 
the effect of family relationships on the 
development and course of mental illnesses. 
Although the role of the family in the pro- 
duction of abnormal behavior has long 
been recognized, it is only recently that in- 
tensive studies of families of schizophrenics 
have been undertaken and that organized 
techniques for family therapy have been 
developed. Studies along this line have also 
been supported by grants from the Na- 
tional Association for Mental Health and 
from the Scottish Rite. One such project 
concerning a study of family interaction 
and mental illness, by Mishler, will be 


found on page 552. 
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One group of investigators who have been 
studying the effects of family culture on the 
development of children's patterns of 
thinking has demonstrated the feasibility 
of predicting personality characteristics of 
a child by examining the responses to pro- 
jective tests made by other members of his 
family, Using a series of tests such as the 
Rorschach Test, the Thematic Appercep- 
tion Test, the Draw-A-Person Test, the 
Minnesota Multiphasic Personality Inven- 
tory, and others, these investigators have 
been able to make accurate diagnostic pre- 
dictions about particular children by ana- 
lyzing the test reactions of their siblings 
and parents. It is possible, for example, to 
predict in a statistically significant number 
of cases whether a given child would or 
would not be found to be schizophrenic on 
the basis of projective tests administered to 
other members of the family none of whom 
are schizophrenic. It is also possible, using 
the same techniques, to "blind" match 
child with family in a group of families 
some of which have a schizophrenic child 
and some of which do not, and in a group 
of families in which each family has a schiz- 
ophrenic child. 

In a study of families of schizophrenic 
patients, it was found that not one of the 
patients’ families was reasonably well inte- 
grated. The mother’s attitude toward the 
child generally reflected her attitude toward 
the marriage, and all of the marriages were 
greatly disturbed. They were either torn 
by conflict or distorted by one spouse's hav- 
ing passively to accept the pathologic be- 
havior of the other. Sixty per cent of the 
patients had at least one parent who was 
a schizophrenic, a borderline schizophrenic, 
or paranoid. Such parents surround the 
growing children with unreal concepts of 
life and thus, when faced with conflict 
themselves, the children come to terms with 
life by misperceiving and distorting it. 

In another study of the families of schizo- 

phrenics, the investigator has reported that 
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the parents tend to make their children ex- 
tremely dependent upon them and, at the 
same time, to deny that the dependent re- 
Sponses are appropriate. Indeed, these par- 
ents threaten withdrawal of support if the 
child even tries to point out that the de- 
pendency exists. 

Other investigations suggest that family 
structures that assign rigidly defined pat- 
terns of behavior or social roles to their 
members may precipitate psychotic behav- 
ior. This can occur when the family im- 
poses upon one of its members a role that 
he cannot maintain and that denies him 
Opportunities to experiment with other 
roles as a way of developing individuality 
within the family unit. This denial of 
freedom to experiment with other roles 
may reflect severe anxiety within the fam- 
ily, and any deviation from the expected 
role may be resisted because of the anxiety- 
producing effects of such deviation, 

We are, in a sense, beginning to organize 
the forces of society for dealing with mental 
illness at various levels, so that pathology 
can be arrested as early as possible and 
healthy development promoted to the full- 
est extent. The fact that we are about to 
begin to do this is, I think, the result not 
only of new sociologic understanding, but 
also of the combined force of all the new 
knowledge that has been contributed from 
all the relevant disciplines during the past 
decade or two. We are just beginning to 
acquire sufficient knowledge so that we can 
begin to see a total pattern. 

If I have learned anything over the years, 
however, it has been not to draw conclu- 
sions too quickly or to speak too positively 
about the results of studies, Little by little 
we are gathering data that, when put to- 
gether, begin to make a recognizable pic- 
ture. As we put the pieces of the puzzle 
together one by one, form and meaning 
begin to emerge. Unfortunately, as is so 
often true with jigsaw puzzles, we are fit- 
ting pieces together as we come upon them, 
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so that we develop a number of subassem- 
blies, as it were, to which we add more 
pieces as we find and recognize them. 
Every time I think of our steady acquisi- 
tion of knowledge piece by piece, and par- 
ticularly as I think of these subassemblies 
of knowledge, I am reminded of an event 
in my early childhood. As is characteristic 
of grandparents, mine loved to have me 
visit them, and from time to time my 
mother would put me on the train in the 
custody of the conductor (it was a small 
branch line and the conductor knew all 
the passengers) for delivery two hours later. 
Of course, after a day or so, I would become 
bored with lack of something to do, and 
my grandmother hit upon the idea of 
giving me a challenging jigsaw puzzle to 
occupy my time. I remember it as a large 
puzzle with many, many pieces that at first 
seemed to make no sense at all. As all peo- 
ple do with jigsaw puzzles, I fit pieces to- 
gether as I came upon them, and as time 
went on I had a number of picture frag- 
ments arranged at various places about the 
table. I remember how I conjectured as to 
what the final picture would be like. In 
One group of pieces I saw what appeared 
to be a cloud, somewhat red in the middle 
and white on the periphery. Another group 
consisted of a rail fence and a booted foot 
on one rail. Another consisted of a portion 
of a horse and the foot of the rider placed 
firmly in the stirrup, and the horse appeared 
to be rearing and plunging. Another pic- 
ture consisted of wheels, which appeared 
to be a part of a wagon that was obviously 
traveling over the ground at high speed. 
Obviously there must be a storm because 
of the cloud I saw in the one picture. 
Someone was trying to climb over the fence, 
Probably to rescue stock that might be 
frightened. On the other hand, here was 
the man on horseback who undoubtedly 
Was a cowboy riding at breakneck speed. 
What was he doing where there were rail 
fences? Then there were the wagon wheels, 


which I concluded belonged to a prairie 
schooner. It must be that the picture had 
something to do with immigrants crossing 
the plains, probably traveling as rapidly as 
possible to avoid Indians. So, as I devel- 
oped more subassemblies, I had more ideas 
as to what the total picture would be. 

Finally came the day when the picture 
was completed, and I looked at the whole 
panorama. It was not a storm on a peace- 
ful countryside, nor a man trying to rescue 
frightened stock, nor cowboys riding at 
breakneck speed, nor prairie schooners ca- 
reening across the plains. It was a picture 
of Pickett's charge at Gettysburg. What I 
had taken for a cloud was a bursting shell; 
the rail fence was an obstacle over which 
soldiers were climbing; what I had thought 
was the booted foot of a farmer was that 
of a dead soldier; the horse with the rider 
was drawing a caisson into position to fire 
upon the Yankee lines; and the wheels be- 
longed to an ambulance that was coming 
in from the rear to pick up wounded sol- 
diers. 

So it may be with the shreds of evidence 
about mental illness that we possess. It is 
all well and good that we should construct 
hypotheses based on the data we have at 
hand, fragmentary as they may be. It 
would be wrong to do otherwise. But it is 
more wrong to conclude from the shreds 
of evidence we have at hand that we see the 
whole picture and have the answers to the 
riddle of mental health and disease. It may 
well be with the mental illnesses, as it was 
with the small boy assembling the jigsaw 
puzzle, that, when all the pieces are in 
place, we will find that the subassemblies 
are accurately put together, but that the 
total picture is quite different from what we 
now think, on the basis of the knowledge 
we now have. 

Let us remember that investigations must 
go on and on, and that we must develop the 
picture piece by piece until it finally comes 
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forth clear and complete. But let us not, 
in the meantime, lose our enthusiasm, nor 
cease to conjecture as to what the final 
picture will be, As long as investigators are 
creative, as long as philanthropies (both 
public and private) have a compassionate 
interest in the welfare of mankind and con- 
tinue to support research, and as long as 
students continue to prepare themselves 
for a career of investigation, our future is 
bright, our hopes are justified, and we can 
be assured that the answer will be forth- 
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coming. I have no doubt that, if I should 
return to this platform a decade from now, 
I would give a very different report than 
I have given today; and I can only fervently 
wish that I may be present on that day to 
listen to it, and to compare what is said 
then with what I have tried to tell you 
today. Have no doubt, the picture will be 
more complete, and the information avail- 
able to us today will then seem to be but 
the early glow in the east foretelling the 
wonderful day to come. 


The biologic and behavioral sciences 


Research in psychiatry labors under special difficulties. Medical research in gen- 
eral has advanced as a result of experiments on animals. Studies of animals have 
shed valuable light on many behavioral problems, but in psychiatry this approach 
has limited application to man. For example, so far as we know, animals do not 
get schizophrenia; and there is always the question of how much experimentally 
induced behavior abnormalities of animals correspond to the neuroses and psy- 
choses of people. 

Another limiting factor in psychiatric research is the nature of the field itself. 
It is estimated that about 17 million people in the United States are suffering 
from mental illness, but there are only about 15,000 psychiatrists. Furthermore, 
psychotherapy is highly uncertain at best, and is very expensive and time con- 
suming. The psychoanalytic school has not encouraged basic scientific research, 
and the financial rewards of practice attract promising young psychiatrists away 
from research, 

Neurophysiology and neurochemistry are the core sciences basic to the whole 
field of normal and abnormal behavior, including psychiatry. Mental processes 
and molecular events in the brain are two sides of the same coin, We know that 
a disembodied psyche is a meaningless concept—it is like the grin of the Che- 
shire Cat without the cat. Although it is generally agreed that a disembodied 
psyche is a meaningless concept, the great emphasis on psychodynamics has dis- 
torted our view of behavior, tending to encourage thinking about mind divorced 
from brain and psychiatry divorced from the rest of biology and medicine. Dr. 
P. B. Medawar has said, and I agree with him, “The case against a psychological 
system of treatment such as psychoanalysis does not really rest on the fact that 
it is inefficacious—for that must be true of a great many forms of medical treat- 
ments—but on the fact that belief in psychoanalysis is an important impediment 
to the discovery of true causes of mental illness.” ji 

I like to consider the mind-body problem from the point of view of evolution. 
Julian Huxley has pointed out that we are, of course, organizations with two as- 
pects—a material aspect when looked at objectively from the outside, and a men- 
tal aspect when experienced subjectively from the inside. We are simultaneously 
and indissolubly both matter and mind. Huxley considers the possible evolution 
of mind from simple organisms to man and the survival value of mental process 
by natural selection. He argues that mind cannot be a useless epiphenomenon, 
It would not have evolved unless it had been of biologic advantage in the strug- 
gle for survival. He holds that the mind-intensifying organization of animals’ 
brains, based on the information received from the sense organs and operating 
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through the machinery of interconnected neurones, is of advantage for the simple 
reason that it gives a fuller awareness of both outer and inner situations. It 
therefore provides a better guidance for behavior in the chaos and complexity of 
the situations with which animal organisms can be confronted. It endows the 
organism with better operational efficiency. 

To date the contributions of physiology and biochemistry to the relief of psy- 
chiatric disorders have been modest ones. This would be expected from the com- 
plexities of the problems, the relative paucity of research support (until very 
recently), and the short time that such research has had to advance. There are, 
however, some important contributions. Thus the severe psychosis characteristic 
of pellagra due to vitamin B deficiency has disappeared throughout the South 
with the discovery of its cause and the use of vitamins. The psychosis of general 
paresis, often indistinguishable in symptoms from schizophrenia, has virtually 
disappeared in many places following the discovery of its relation to spirochete 
infection and the treatment of syphilis with antibiotics, Feeble-mindedness ac- 
companying the rare disease phenylketonuria is now understood to be genetically 
determined in terms of the lack of a specific enzyme, and is now successfully 
treated by preventing the ingestion of the amino acid, phenylalanine, that cannot 
be normally metabolized due to the enzyme deficit. Other mental disorders are 
also becoming understood in terms of enzyme or endocrine deficits. The new 
field of psychopharmacology has made remarkable advances—tranquilizers, es- 
pecially, have been responsible for a marked reduction in the patient popula- 
tions of mental hospitals, 

In terms of descriptions of the phenomena of behavior, we can, of course, ignore 
the neurophysiology and biochemistry of the brain, i.e., we can ignore what goes 
on in the black box. We can describe how an animal or person behaves in re- 
sponse to environmental stimuli and social Situations, and such procedures may 
be very fruitful, without mention of the brain atall. B. F. Skinner's operant con- 
ditioning techniques are an example of this; and Freudian psychology represents 
another, may I say, “brainless” approach to behavior. Both procedures in prac- 
tice ignore the role of the brain and deal with responses of the organism as a 
whole to the information it has received from its environment. 

How may we think of the relation of brain to behavior? I like to consider con- 
sciousness and behavior as an emergent property of complex nerve nets. Just as 
the natural radioactivity of elements, such as radium and uranium, is an emer- 
gent property of the special configuration of particles and nuclear forces making 
unstable atoms that disintegrate and release energy, just as magnetism is an emer- 
gent property of the electronic configuration of iron atoms, and just as flight is a 
property of the anatomy and physiology of wings, so consciousness and thought 
Processes and organized forms of behavior are emergent properties of nerve nets, 
as these Properties have developed by evolution, Neurophysiology, the study of 
the nerve system in action, is a fruitful branch of science, which—especially in 
recent decades—has given us many insights into brain mechanisms and behavior. 

—Hupson HoAGLAND, PH.D. 
Executive Director 
Worcester Foundation for Experimental Biology 
Shrewsbury, Mass. 


emical research in schizophrenia 
ld be facilitated considerably if schizo- 
a could be diagnosed unequivocally 
€ basis of established, objective cri- 
, Since "the disease is characterized 
| Specific type of thinking, feeling and 
tionship to the external world which 
s nowhere else in this particular 
1 ” (Bleuler), the diagnosis must nec- 
ily be made from the subjective evalu- 
n of the symptoms by psychiatrists. 
n if the same diagnostic method is used 
eral psychiatrists to assess a single 
t, it is rare that uniform agreement 
each led concerning the exact nature of 
Patient’s disease because different psy- 
sts subjectively attribute different 
s of importance to the signs and symp- 
displayed by the patient. A single 
Ostic system, however, has never been 
lly adopted; in fact, many different 
are in use in various parts of the 


| ther complications interefere with the 
cise diagnosis of the disease. There is 
Of agreement whether schizophrenia 
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is a single disorder or a collection of differ- 
ent disorders grouped by common symp- 
tomatology under a single heading. Thus, 
should the disease be called "schizophrenia" 
or "the schizophrenias"? Also, many pa- 
tients who have some of the symptoms of 
schizophrenia display evidence of other 
types of thought and behavior disorder that 
may overshadow the primary defect to a 
degree that makes the final diagnosis ex- 
tremely difficult, if not impossible. 

Knowing these difficulties, we have tried 
to apply the objective methods of physi- 
ology and biochemistry to the study of this 
subjectively diagnosed disease. It is not 
surprising, therefore, that study of groups 
of persons thought to be schizophrenic has 
not revealed absolute differences in their 
test results in comparison with those from 
normal persons but, rather, relative differ- 
ences, which must be treated by statistical 
methods. 

In contrast to the view held by some psy- 
chiatrists that schizophrenia is a disease in- 
volving only the psyche, we, as adherents 
to the principles of biologic psychiatry, be- 
lieve that disease of the mind must have a 
somatic, biochemical counterpart. Despite 
the lack of direct evidence, several areas of 
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research in recent years have shown promise 
of yielding information leading to a better 
understanding of the somatic aspects of 
schizophrenia. One is concerned with ab- 
normalities associated with the serum and 
plasma and the other with the isolation 
from the urine of compounds closely re- 
lated to known psychotogens. Our interest 
has centered on the problem of an abnor- 
mality associated with the plasma of schizo- 
phrenic patients. 

The studies to be reported are the result 
of a collaborative effort between the author 
and Dr. Hudson Hoagland, of the Worces- 
ter Foundation, together with Dr. Harry 
Freeman, of the Medfield State Hospital, 
and Dr. Robert B. Pennell, of the Protein 
Foundation, and their respective groups. 

We have used several test situations for 
our investigations, aimed at establishing 
biochemically related. differences between 
patients with schizophrenia and normal 
persons; but the method of choice has been 
the rat rope-climbing test developed by 
Winter and Flataker, because it is rapid, 
economical, and quantitative. 

The psychotic patients in our studies 
were chosen by Dr. Harry Freeman and his 
staff. The chronically ill patients had been 
free from drugs for several months or more; 
and the acutely ill patients had, to the ex- 
aminer's knowledge, received no medica- 
tion. Since no significant differences were 
noted between acute and chronic patients, 
we have used both types in our studies, 

Using the rat rope-climbing test, we 
studied the effects of injections of plasma 
and serum from control subjects and schiz- 
ophrenic patients and found that significant 
differences between the two groups could 
be determined from effects produced by 
plasma but not from those associated with 
serum. To determine which types of the 
plasma protein were responsible for the 
biologic activity observed, the proteins were 
separated into groups, or fractionated. The 
fractionation method divides the plasma 
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proteins into two samples, one containing 
primarily albumins, called the stable 


plasma protein solution, or SPPS fraction, | 
and the other composed primarily of glob- ) 
ulins and named the plasma globulin PY 


precipitate, or PGP fraction. 
In the rat tests the PGP fraction was 


shown to contain the active principle; and + j: 


the albumin fraction, which contains the | 
major portion of the plasma proteins, was 
shown to be virtually devoid of biologic 
activity. PGP fractions from schizophrenic 
patients prolonged rat climbing time nearly 
twice as much as comparable fractions from 
the plasma of normal persons. No signifi- 
cant difference from control values in glob- 
ulin fraction activity was noted for samples 
processed from the plasma of patients 
hospitalized for non-mental conditions. 
The patient groups studied included some 
with cancer and tuberculosis, some who 
had undergone severe surgery several days 
previously, and semicustodial charges of 
the hospital, classified as chronically hos- 
pitalized. 

Other workers, using other tests, have re- 
ported differences from normal values only 
for globulin fractions derived from schizo- 
phrenics. 

Several lines of evidence cast doubt on 
the possibility that the active principle is 
a protein and indicate that the plasma 
globulins may act simply as a carrier for à 
substance of small molecular size. Blood 
plasma protein molecules, which are rela- 
tively large in size, have been shown to act 
as transporters of a variety of small mole- 
cules. The small molecule simply couples 
With the plasma protein at one point, is 
transported in combined form through the 
circulatory system, and uncouples from it 
at another point, where its biologic action 
becomes manifest. 

Blood vessels do not normally permit in 
or out passage of any appreciable quantity 
of protein molecules. Yet, when plasma 
Blobulin is injected into the abdominal 
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cavity of rats, an active substance is trans- 
ported into the blood vessels, carried to the 


‘brain, where it leaves the blood vessels, 


and, if the action is within brain cells, 


_ penetrates these cells as well. These nu- 


merous transfers, as judged by effects in 
trained rats, are accomplished within a mat- 


. ter of minutes—an extremely short time for 


the mass transport of quantities of protein 
molecules. 

Another piece of evidence that supports 
the view that the active component is a 
small molecule is derived from experiments 
utilizing a membrane (cellophane) that 
acts as a sieve, having holes large enough 
for small molecules to pass but small enough 
so that protein molecules are retained. 
Under certain conditions we have shown 
that an inactive protein sample can be 
made active by placing it on the opposite 
Side of a sieve membrane from an active 
protein sample. In addition, the transfer 
appears to be specific in that only certain 
types of globulin molecules can act as ac- 
ceptors for the small molecule. Albumins 
and gamma globulins, for example, have 
not been shown to participate as receptors 
for this molecular transfer. 

A complication attending investigation of 
the plasma factor is the extreme instability 
of the preparations. Prior to our discov- 
ery that storage under hydrogen gas and/or 
the use of ascorbic acid in the fractiona- 
tion procedures would stabilize the activity 
of our preparations, we found the sub- 
stances very difficult to work with, since all 
activity tended to disappear within a few 
days after fractionation. 

We have speculated about the structure 
of the small molecule attached to the 
plasma globulins. ‘There are a number 
of compounds having small molecular size, 
collectively called the biogenic amines, that 
are highly potent and known to be located 
ìn that part of the brain concerned pri- 


marily with mood and emotion. Examples 


Of these amines are adrenaline and the 


closely related compound noradrenaline. 
Both are produced from the same precursor 
substance by enzymatic action; and, after 
their physiologic function has been per- 
formed, both are normally degraded by 
enzymes to relatively inactive by-products 
of metabolites. Certain drugs can selec- 
tively inhibit this degradation and thus 
allow the amines to accumulate in higher 
concentrations in the brain, 

These drugs have been found useful in 
psychiatry to combat depression, but their 
possible benefit in schizophrenia is highly 
equivocal. Certain aspects of the disease 
may be exacerbated by their use. This 
may be due, in part, to a change in the 
pathway of chemical degradation in which 
metabolites are produced that bear a strik- 
ing resemblance to some psychotomimetic 
drugs. 

To test the possibility that the small 
molecule of the plasma factor might be an 
amine, rats were pretreated for several days 
with a suitable inhibitor drug. Some were 
then injected with active protein extracts 
and the remainder with a control substance, 
lysergic acid diethylamide (LSD), which 
disturbs the performance of trained rats but 
which: is not an amine, and thus should 
not be potentiated by this treatment. 

From the experimental data it was clear 
that the inhibitor drug pretreatment did 
not increase the effect produced by LSD 
but did, in fact, greatly increase the effec- 
tiveness of the protein fraction injections. 
Although these results are by no means 
conclusive proof, they do lend credence to 
the concept that the small molecule may 
be an amine. Further experiments were 
performed in which degradation products 
known to be elevated by inhibitor drug 
treatment in man were added to coded pro- 
tein extracts from control subjects and from 
schizophrenic and psychotic non-schizo- 
phrenic patients. When injected into 
trained rats, these products enhanced the 
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extract effects only in fractions obtained 
from schizophrenic subjects. It appears 
likely that the extracts from schizophrenics 
converted the relatively inactive metabolite 
to a more highly active compound. 

Of relevance to this point is the report 
from a New York laboratory, confirmed 
by other laboratories, stating that an ab- 
normal amine substance, 3, 4-dimethoxy- 
phenylethylamine (DMPEA), which is 
closely related chemically to the inactive 
metabolite we have used, has been isolated 
from the urine of schizophrenic patients 
but not from that of normal persons. The 
abnormal substance has been shown to be 
derived from the same precursor material, 
dihydroxyphenylethylamine, as the brain 
neurohumors adrenaline and noradrena- 
line, and, when injected into animals, re- 
portedly produced profound behavioral 
changes. Preliminary tests in our own 
laboratories show that the amine disturbs 
trained rat performance in a manner sim- 
ilar to that of protein extracts from schizo- 
phrenics and different from that of other 
reportedly — psychotomimetic substances 
such as LSD and adrenochrome. 

Frohman and his co-workers have re- 
ported that the incubation of chicken ery- 
throcytes suspended in a medium contain- 
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ing glucose and plasma from schizophrenics 
under stress results in a higher lactate- 
pyruvate (L/P) ratio than comparable in- 
cubations containing plasma from non- 
psychotic persons under stress. Using 
techniques as similar as possible to those 
developed by Frohman, we have found 
that the addition of as little as one micro- 
gram of DMPEA to the incubation mixture 
doubles the L/P ratio in comparison with 
the value for incubations without the drug. 

We are currently studying the transport 
characteristics of DMPEA in rats and in 
human plasma samples im vitro. Prelimi- 
nary results show that only small quantities 
can be firmly bound to the plasma protein, 
but that loose binding can occur with a 
variety of these proteins. We are now in- 
vestigating the possibility that the protein 
fraction that binds DMPEA under physio- 
logic conditions, i.e, in human blood, is 
the same as the protein fraction responsi- 
ble for the transport of the plasma factor. 

Our results show that DMPEA is a bio- 
logically active compound that has many 
characteristics in common with the factor 
contained in our plasma globulin fraction. 
However, much more work will be neces- 
sary to establish the identity of the plasma 
factor. 


Discussion (by Dr. Hudson Hoagland): Doctor Bergen has described the proper- 


ties of a blood factor (a globulin compounded with a small molecule, which is 
probably an amine), extracted from human blood plasma, that disturbs animal 
behavior and may be involved causally in schizophrenia. In addition to the tests 
he used to measure this factor on rat behavior, it has been found that this same 
protein fraction, which we designate as PGP, modified the electrical activity of 
the brain. Thus Heath and his collaborators, some nine years ago, showed that 
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the most striking results have been in the variabilities of the evoked cortical po- 
tentials. It has been found that LSD markedly decreases the variability of the 
evoked potential, making repeated recordings almost superimposable on each 
other, in contrast to the usual variation. It has also been found that intravenous 
PGP samples from schizophrenic patients reduces the variability in the same way 
LSD does. However, PGP samples from normal persons have had little or no 
effect on the variability of the evoked potentials. 

In this connection, it is interesting to note that Carl Pfeiffer and his colleagues 
have shown that the electroencephalograms (EEG) of schizophrenic patients are 
less variable in the alpha range of activity than those of normal controls. How- 
ever, normal persons under the influence of LSD show a decrease in variability of 
the EEG similar to that seen in schizophrenic patients without the LSD. 

It is well known that psychosis may be induced by sensory deprivation and that, 
with such deprivation, the EEG becomes much more regular. This regulariza- 
tion involved in psychotic states is of interest in relation to the similar effects of 
our PGP samples from schizophrenic patients. There are other interesting stud- 
ies of action of the protein factor on electrical patterns in the brain. A Russian 
team, Nemtsov and Faivishevskii, has described differences in electrical patterns 
in various brain areas following the injection, into the third ventricle of cats, of 
serum from schizophrenics compared with that from normal persons. 

Finally, I should like to mention that Koella has recently studied the effects on 
the cat EEG and on evoked cortical potentials in cats of the interesting substance 
3-4 DMPEA, described by Bergen, which we think may be the small active mole- 
cule attached to PGP protein. When this substance was injected in tiny doses of 
only 50 to 100 billionths of a gram into the fourth ventricle of the cat, it induced 
sleeplike brain waves on the cortex for a period of some minutes, Larger doses 
of the order of a millionth of a gram usually produced transient arousal patterns 
followed by sleep patterns. 

Injection of DMPEA into the carotid artery required 2,000 times as much of 
the substance to produce the same effects as injections into the fourth ventricle. 
Responses of the visual cortex to electrical stimulation of the optic chiasma follow- 
ing intra-arterial injection showed increases in amplitude of the cortical response 
to stimulation, later followed by decreases. From the study it was concluded that 
54 DMPEA administered into the fourth ventricle produces sleep patterns In 
nanogram doses. When it is administered by way of the carotid artery in micro- 
Bram doses, it produces an arousal followed, in some instances, by sleeplike pat- 
terns. The changes in the evoked responses from the optic cortex appear to be 
produced indirectly, probably by way of the reticular formation by altering the 
level of vigilance of the cortex. 
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Neurological considerations 


Experimental work of a variety of investi- 
gators, such as the classic studies of learn- 
ing in the rat by Karl Lashley, and clinical 
observations in man have shown that spe- 
cific memory traces are not well localized, 
but are diffusely distributed over extensive 
brain areas, involving many neurones. 

Retrograde amnesia, as seen in Korsa- 
koff's syndrome and as a result of head in- 
jury, cerebral anoxia, carbon monoxide 
poisoning, and electroshock therapy, shows 
basic differences in the nature of recent 
and old memory traces. Advancing amnesia 
extends back gradually in time, obliterat- 
ing memories progressively to more remote 
episodes, perhaps leaving only childhood 
experiences intact. There seems to be no 
relation between the importance of the 
memory retained and its loss. Recent 
memory, per se, is the more vulnerable; 
and recovery occurs in order of time, with 
the more remote memories returning first. 
All of this indicates that physical changes 
representing the memory trace consolidate 
after completion of the learning process 
and appear to continue to do so for indefi- 
nite periods. 

Recent evidence reveals that there are 
two quite different processes involved in 
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establishing memory traces. 


in patterns of actions of many neurones in 
the early stages of the recording of in- 
formation. — Electrophysiologic recording 
shows the presence of this kind of activity, 
but this cannot account for the permanent 
storage of the trace. 

Lorente de No has stated, "Apart from 
the wasteful nature of such a storage 
mechanism the assumption of circulating 
impulses cannot overcome the difficulty of 
explaining how memory can persist after 
severe shock or deep anesthesia, i.e., after 
the circulation of impulses through a large 
number of cortical chains of neurones has 
stopped." He cites evidence that memory 
persists after long-lasting total cessation of 
cortical activity. He points out that in 
hibernating animals cortical activity, elec- 
trically recorded, ceases entirely and can- 
not be elicited by electrical stimulation, 
however strong. Nevertheless, hamsters 
awakened from such sleep were able to 
perform previously learned tasks just as 
well after hibernation as before. Enduring 
memory thus appears to be based on some 
enduring chemical changes in the sub- 
microscopic compartments of neurones. 
Lorente de No concludes: "Circulation of 
impulses must precede and be the cause 
of the establishment of memory, but how- 
ever memory may be stored, in the evoca- 


There ap- : 
pear to be reverberating electrical circuits 


eurological considerations 


tion process circulation of impulses must 
again take place to reproduce the sensa- 
tion caused by the original experience." 
Let us consider the first aspect of learn- 
. ing that appears to depend upon reverber- 
ating nerve impulses in the brain. After 
a learning experience there is a time during 
which the experience persists in a labile 
state, since it can be erased by administer- 
ing certain drugs, anesthetics, or electro- 
convulsive shocks to the animals for a short 
| period. For example, for rats engaged in 
maze learning, this period is of the order 
- of half an hour. Also, the erasing effects of 
"drugs or electric shock are more pro- 
nounced the closer in time they are to the 
learning experience. If the shock or drugs 
are administered after a half hour or so, 
no interference with memory is observed. 
During this early stage of the learning 
experience, electrical activity of a diffuse 
nature can be picked up over wide areas 
of the brain, but this activity is reduced 
Or disappears later when the learned act 
becomes habituated. These widespread 
Tesponses of electrical activity of the brain 
involved in learning are consistent with 
Lashleys findings that the engram is not 
Specifically localized, but depends upon a 
mass of cortex involving many remote 
neurones, as may be demonstrated by sur- 
a removal of various cortical areas and 
"i ne crisscrossing the cortex so as 
1 rupt fiber tracts. Such operations 
9 not cause failure of memory of learned 
havior provided a sufficient amount of 
Cortex is retained. 
y Been found that a number of sub- 
o nae excitatory to the brain, 
toxin ig 1 doses of strychnine, picro- 
) E physostigmin (a substance that 
aptic ps the destruction of the syn- 
Buena mitter acetylcholine), when ad- 
GOMA just before the learning experi- 
N Riek: mproved the rate of learning for 
od nie cces as discriminations for ac- 
lon of avoidance responses to punish- 
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ment and spatial discrimination, as in maze 
learning. These learning-accelerating sub- 
stances must be administered in the early 
stages of the learning processes, before con- 
solidation takes place. Injection of excita- 
tory substances following performance of 
trials may enable a delayed reaction re- 
sponse (i.e, memory) to be extended from 
half an hour to as much as eight hours. 

Inbreeding of strains of rats has pro- 
duced maze-bright and maze-dull strains, 
i.e, genetic strains that are intelligent and 
strains that are less intelligent, as tested by 
maze learning. Substances that improve 
learning elevate the ability of the dull ani- 
mals and bring them into the range of 
bright animals. The bright animals have 
their learning somewhat facilitated by these 
substances, but not as much as the dull 
strains. It has been thought that these 
substances may operate through their ef- 
fects on brain electrolytes. Eugene Sachs 
has studied the influence of small altera- 
tions in concentrations of potassium and 
calcium in the brain on the ability of cats 
to learn avoidance responses to punish- 
ment. Sachs found that dull cats were 
made to learn more rapidly by the injec- 
tion of small amounts of potassium directly 
into the brain. Conversely, small amounts 
of calcium injected into the brain before 
each learning trial slowed the learning of 
the response. It is interesting to consider 
the future implications of this work for 
human learning problems. 

The second phase of learning appears 
to consist of some form of chemical con- 
solidation of memory trace in a form in- 
dependent of reverberating electrical pat- 
terns of activity. 

What may constitute the chemical change 
in neurones associated with the more or 
less permanent storage of information in 
the brain? Studies show that ribonucleic 
acid (RNA) in neurones is markedly in- 
creased when the neurones conduct im- 
pulses and that this increase is accomplished 
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by enhanced protein synthesis. The protein 
so synthesized in response to activity may 
represent the memory trace. The structure 
of desoxyribonucleic acid (DNA) molecules 
in the nucleus of egg and sperm is the 
information code of the gene that informs 
each oncoming generation how to make a 
person. As a template it synthesizes RNA, 
which then produces the cell's proteins, in- 
cluding its enzymes. The hypothesis that 
modifications of neuronal RNA may be 
the basis of information storage in the 
brain is very attractive since DNA and 
RNA, with their highly specific code of 
arrangements of patterns of four linked 
bases, not only constitute the blueprint for 
heredity, but also may be the basis of the 
memory trace in brain. 

Holger Hyden and his collaborators, in 
Sweden, have developed elegant micro- 
chemical methods to study individual brain 
nerve cells in relation to their content of 
RNA and protein before and after their 
involvement in conducting nerve impulses. 
They have demonstrated marked increases 
in RNA and protein synthesis in cells in- 
volved in learning processes, together with 
some modification of the ratios of the four 
bases of the RNA molecules. Arrange- 
ments of these four bases constitute the 
chemical alphabet that determines the na- 
ture of the proteins synthesized by the 
RNA, and it is thought that the passage 
of impulses over a variety of patterns of 
nerve tracts when learning occurs, deposits 
specific proteins associated with those tracts 
as a result of RNA and protein synthesis. 

Bubich and Jacobsen have reported that 
RNA may be transferred from brains of 
tats that have learned a maze to brains of 
other rats, which then acquire maze skill 
very rapidly. They have also demonstrated 
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from learned rats and injecting it into “un- 
learned" hamsters, which facilitated the 
latter's maze learning. 

These are examples of a number of ex- 
periments involving the injection of RNA 
from natural sources into both animals and 
man in which either more rapid learning 
of responses or improvement in memory “ 
has been reported. It has been suggested 
that perhaps the injected RNA occupies en- 
zymes that normally destroy endogenous 
RNA, thus permitting an increase in the 
body's concentration of RNA, which facili- 4 
tates learning and memory storage. Thé 
antibiotic puromycin, which interferes with 
protein synthesis, has been shown by Flex- 
ner and Flexner to inhibit learning and 
memory when injected into the brains of 
mice. 

These advances in our understanding of 
learning and memory processes are of great 
interest. Hyden has reported that tricyano- 
aminopropine, which both  accelerates 
learning and may facilitate memory, also 
increases by significant amounts the RNA 
turnover in the brain. Findings of this kind, 
plus those mentioned earlier relative to 
substances that facilitate the early phases 
of learning, suggest interesting future de- 
velopments. Thus, a dictator, by putting 
substances in our drinking water, could 
make his propaganda more palatable. On. 


the other hand, such substances might con-' 
ceivably increase the rate at which students 


could learn and improve their memory. 
So far there have been few developments 
in our understanding of mechanisms of 
read-out or recall. Research on learning 
and memory is in a state of ferment, with 


exciting things happening. It remains for 
the future to determine their significance. 
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In a consideration of genetics and child 
development, it would seem particularly 
Important to stress, at the outset, the con- 
Unuous interaction of genetic and environ- 
mental contributions to personality and 
behavior and their disorders. A prototype 
for this interaction is furnished us at the 
Most basic level of genetic function, the 
translation of the message in the genes, the 
inherited coded sequence of molecules in 
E cell nucleus, to the parts of the cell in 
E^ enzymes and other proteins are man- 
a ctured according to their directions. Al- 
Euer cell possesses a set of chromo- 
E genes identical to every other 
Tw particular individual, not every 
Bin Re the same thing: some are pro- 
Es pos others, digestive enzymes; 
| Ea unctioning as nerve cells, liver 

E. » Skin cells, and so on. Moreover, the 
i EV metabolites produced by cells 
A This under constant regulation. 

ed vem the Nobel prize in medicine 
quen oh ree French scientists who, among 
j er work, postulated a simple 
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The basic role of genetics in 
mental health research 


mechanism for genetic control in micro- 
organisms according to which the action 
of individual genes seems to turn on and 
off according to the need for their products. 
In higher organisms, there are undoubtedly 
more sophisticated mechanisms; the in- 
fluence of surrounding cells and the action 
of hormones may operate to stop or start 
the action of individual genes. 

If genes themselves may function or not 
according to environmental control, we 
may make a big leap and find that the 
nervous system in its development, its re- 
activity, and its function in mental health 
and disorder may be carrying genetically 
unique potentialities for each individual 
and yet be in constant interaction with the 
rest of the body, with its nutritional and 
biochemical surroundings, and with the 
stimuli provided it during infancy and 
later on, including those coming from the 
family, the school, and social environ- 
ments.t 

Much unnecessary effort used to be given 
to estimating what proportion of a given 
trait in an individual is genetic and what 
is environmental. Since no observed trait 
is independent of either hereditary or en- 
vironmental agents, it is more valid to ask 
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to what extent differences among people are 
due to heredity and to what extent they are 
due to environment. Much of the task of 
behavior genetics is to devise methods—ex- 
perimental and statistical—to hold each of 
these factors relatively constant and to 
determine the contributions of the other 
to variations in measurable and describ- 
able psychologic attributes. Among these 
methods are family studies, research on 
twins, and epidemiologic surveys. 

Behavioral scientists and clinicians are 
accumulating a steadily increasing body of 
data from their observations of basic dif- 
ferences among individuals. This trend 
has indeed long been implicit in such 
fields as psychoanalysis, child psychiatry, 
and psychosomatic medicine. Freud clearly 
discerned what he called primary con- 
genital variations in the ego and in the 
defense mechanisms that an individual 
selects. Hartmann wrote of personality 
structure as the result of interaction be- 
tween heredity and environment and spoke 
of character anlagen that, in the course of 
development, differentiate into character 
traits, whereas Rado considered psycho- 
dynamics part of a unitary conceptual 
scheme in which behavior problems re- 
quired for their complete explanation the 
clarification of the role of genetic trans- 
mission. 

In infant and child psychiatry, intrinsic 
differences among children have been 
found to be as powerful as maternal at- 
titudes in determining eventual behavior 
patterns. In descriptions of these differ- 
ences, attention has been paid to sleep, 
feeding, and sensory responses, to activity 
types, to motor behavior, and to specific 
reaction patterns. Variations in drive en- 
dowments and reactions to stimuli have 
been studied. The science of ethology has 
focused attention on critical periods in 
early life, in which these variations may 
have crucial effects. All of these considera- 
tions have laid to rest the outmoded nature- 
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nurture controversies that once 
behavioral research. 

Our department’s current research on 
the nature of the genetic factor in schizo- 
phrenia is based firmly on many decades 
of research all over the world, including 
the well-known work of Franz Kallmann, 
whose death in May 1965 was an inesti- 
mable loss to all? The theory that a 
schizophrenic psychosis appears only in the 
presence of a primary genetic vulnerability 
has been supported over the years by many 
studies of twins and their families, con- 
ducted according to reproducible statistical » 
and psychodiagnostic criteria. ^ Careful 
surveys of the families of representative 
series of schizophrenic patients have re- 
vealed consistently higher expectancy rates 
in their relatives than in the general popu- 
lation, the highest rates being in identical 
twins. These findings have stimulated 
further research to determine such diverse 
correlates as fundamental psychodynamic 
defects, correlated biochemical deficits, and 
protective or accelerating factors in the en- 
vironment. 

In the present phase of our investiga- 
tion, modern laboratory methods are being 
perfected with which to test the long-stand- 
ing hypothesis that the basic biochemical 
defect in schizophrenia is modifiable by the 
protective action of certain cells called, in 
the aggregate, the "reticulo-endothelial 
system.” One function of this system is to 
remove noxious agents from the body. 

The differences between the expectancy 
of schizophrenia in relatives of what 
Kallmann called, in 1938, "nuclear and 
peripheral types" and what is often referred 
to today as process and reactive forms have 
long been noted. Earlier studies at the 
Psychiatric Institute showed a positive cor- 
relation between susceptibility to tubercu- 
losis and schizophrenia. Other work, in 
various parts of the world, on differences 
in cellular response to blistering and im- 
munologic factors in schizophrenics after 
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vaccine administration has maintained in- 
terest in the reticulo-endothelial system in 
relation to resistance factors in patients 
with this psychosis. 

Since an important aim of this research 
is to elucidate preclinical breakdown 
phenomena in potential schizophrenics, 
the work is being co-ordinated with the 
development of longitudinal studies of 
vulnerable individuals from birth. Our 
study of mating and fertility patterns in 
schizophrenics, to which I will refer at 
greater length in another paper (see page 
. 593), is providing samples of children born 
to two schizophrenic parents. 

Eventually the co-ordination of bio- 
logical studies with the investigation of 
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behavioral interactions on a developmental 
basis may help to unravel the complex 
etiologic and modifying forces in this most 
pervasive and all-too-prevalent syndrome, 
marked by extreme adaptive disorganiza- 
tion. 
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Behavioral and physiologic 


reactivity in human 


The burgeoning interest in the importance 
in child development of individual differ- 
ences at birth has led to numerous studies 
of the behavioral and physiologic attributes 
of human neonates. A number of recent 
investigations have focused upon infants’ 
reactivity to stimulation. 

Bridger, Birns, and Blank ! demonstrated 
that heart rate responses measured as maxi- 
mum level attained following stimulation 
were significantly greater than those ap- 
pearing spontaneously during non-stimu- 
lation periods. With regard to behavior, 
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neonates 


Birns and co-workers? reported that audi- 
tory stimulation can soothe human neo- 
nates, as shown by a significant decrease 
in overall excitation in comparison with 
control periods. 

Bridger, Birns, and Blank ! also reported 


* that infants tended to be consistent in their 


heart rate responses: an infant with a high 
heart rate in a non-stimulated state tended 
to have a high heart rate when stimulated 
by sound and cold. Similarly, each infant 
tended to remain consistent in his behav- 
ioral levels under different experimental 
conditions. Further, this individual con- 
sistency extended to the relationship be- 
tween heart rate and behavior. The in- 
fants’ mean heart rates, based upon all 
trials, correlated with their mean behav- 
ioral ratings from all trials. A similar con- 
sistency in the relationship between be- 
havior and physiology was reported by 
Weller and Bell? Activity level (which 


sted primarily of cephalic movements 
lanketed infants) correlated positively 
plantar skin conductance during non- 
iion. With regard to individual 
ences, Lipton, Steinschneider, and 
ond * reported significant individual 
nces in heart rate reactivity. 
e purpose of the present study was to 
the following aspects of neonatal 


differences between stimulus- 
d levels and spontaneous, nonspe- 
variations in level during non-stimu- 


‘the consistency of individuals’ re- 
to different stimuli; 

the relationship between behavioral 
d physiologic measures of reactivity; 

the differences in amplitude of reac- 
found among individuals. 


Material and Methods 


subjects were 17 full-term, spontaneously 

white neonates from the Sloane Hospital 
! Columbia Presbyterian Medical Center, New 
N. Y. Apgar scores* varied from seven to 
with the exception of one infant with a score 
Eleven infants were male. 


ters in an eight-channel Electronics for 
© polygraph. Palmar galvanic skin reflex 


ate automatically) with a signal divider, a 
re arterial pickup, and a specially designed 
An electronic timer (Electro Audio Research) 
led duration of the stimulus. 


infant was tested on either the second, 
r fourth postnatal day, following the 10:30 


and respiratory rates were recorded with + 
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AM, feeding. The subject was swaddled in an air 
splint and tested in a temperature-controlled iso- 
lette. A constant white noise of 94 decibels masked _ 
laboratory sounds. In each test session there were 
20 control periods and 20 of each of four different 
stimuli, randomized in blocks of five and presented 
every 60 seconds. The four stimuli were: a tone of 
1,250 cycles per second at 30 decibels above back- 
ground white noise for 2,700 msec. (long tone) and 
for 675 msec. (short tone) and an electric shock 
applied to the leg at approximately 1.5 milliamperes 
AC at 25 volts for 2,200 msec. (long shock) and for 
925 msec. (short shock), j 

The behavioral activity state was rated indepen- 
dently on a four-point scale (modifed from the 
scale of Bridger, Birns, and Blank?) by each of 
three observers, Over earphones, the observers 
heard signals that were delivered simultaneously 
with the presentation of stimuli to the infant, as 
well as at the onset of control periods. These 
signals prevented the observers from knowing 
whether they were rating a tone stimulus, an 
electric shock, or a control period. 


Data analysis 


The maximum heart rate and the minimum res- 
piration rate were scored during each 15-second 
period following the onset of a stimulus or control 
period. 

A GSR was scored if resistance fell 250 ohms or 
more in the first eight seconds following the onset 
of the stimulus. Per cent GSR refers to the pro- 
portion of trials for each condition for which a 
GSR was scored. For example, if there were five 
GSRs in 20 long-tone trials, per cent GSR was equal 
to 25 (5/20). Amplitude GSR is the mean of the 
amplitude of the scored GSRs in ohms. 


Results 


Stimulus-induced levels vs. nonspecific 
variations in level 


Among the infants tested, the mean be- 
havioral ratings in the responses to each 
of the four stimuli were greater than the 
mean rating during the control periods 
(Table 1). Each of these differences was 
significant by Wilcoxon's Test for Matched 
Pairs (P-<0.005). Behavioral ratings for 
the four stimulus conditions varied signifi- 
cantly by Friedman’s Rank Test by Chi 
square (P «0.01). 
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TABLE 1 
Average behavioral and physiologic measures 
condition for 17 infants 


for each experimental 


Control Long tone Short tone Long shock Short shock 
I Behavior 1.8 2.5 2.0 2.9 2.5 
Heart rate 123 134 135 138 135 
Respiratory rate 41 34 34 34 32 
Per cent GSR 17 63 53 49 66 
Amplitude GSR 11,500 16,200 19,300 16,000 19,700 


The mean physiologic levels for each 
| experimental condition also differed from 
levels during control periods. For each of 
| the four stimuli, heart rate, respiratory rate, 
| and per cent GSR levels were significantly 
different from those during control periods 
by Wilcoxon’s Test (P<0.005). GSR am- 
plitude was significantly different from the 
control (P<0.005) for all stimuli except the 
| long tone. In ten subjects digital systolic 
| blood pressure during stimulus periods was 
|| not significantly different from that during 
| control periods. 

| In contrast to the behavioral measure, 
none of the physiologic variables showed 
significant differences in responses to the 
| four stimuli as determined by Friedman's 
Rank Test by Chi square. 


| 
| Individual consistency in response 
| to stimuli 


Each infant's behavioral level tended to 
| remain consistent during control and stimu- 
lation periods, as determined by Kendall's 
Coefficient of Concordance (P<0.01)—that 
is, an infant who ranked high in behavioral 
level during the control periods tended to 
, remain high in behavioral level under each 
| of the stimulus conditions. 
| Infants were also highly consistent in 
their physiologic levels under control and 
stimulus conditions, as measured by Ken- 
dall's Coefficient of Concordance (P<0.001) 
—that is, an infant who tanked high in a 


physiologic variable during the control 
periods tended to rank high in that same 
physiologic variable across all four stimulus 
conditions. There was a similar consist- 
ency in physiologic levels at the four be- 
havioral levels (P<0.001), except for GSR 
amplitude. For example, an infant who 
ranked high in heart rate at low behavioral 
levels tended to remain high in heart rate 
at high behavioral levels. 

An attempt was made to evaluate each 
infant's consistency of response in phy- 
siologic variables. For example, did an 
infant who showed a large response in heart 
rate also tend to show a large response in 
the other physiologic variables? To an- 
swer this question, physiologic levels dur- 
ing the long-tone stimulation were ranked 
for heart rate, respiratory rate, per cent 
GSR, and amplitude GSR. Rank order 
correlations were computed for the six pos- 
sible pairs of the four physiologic variables, 
€g., for heart rate and respiratory rate, for 
heart rate and per cent GSR, and others. 
Two of the six correlations were signifi- 
cant: amplitude GSR with per cent GSR; 
amplitude GSR with respiratory rate. 

An additional analysis was completed 
of consistency of response across physio- 
logic variables by utilizing for each infant 
the difference between level during the 
long-tone stimulus and level during con- 
trol periods. These differences were found 
to be unrelated to the control level for 
any of the four variables. Again, rank 


| 
| 
| 
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order correlations of these differences were 
computed for the six possible pairs of the 
four physiologic variables. None of these 
correlations was significant. For example, 
neither an infant’s heart rate during stim- 
ulus condition nor the difference between 
this level and that during a control period 
. permitted prediction of either level or 
difference score for respiratory rate, per 
cent GSR, or amplitude GSR. 


Relationship between behavioral and 
physiologic measures 


For the infants tested, as shown in Table 
2, mean heart rate, per cent GSR, and 
amplitude GSR rose, and mean respiratory 
rate fell, with increasing behavioral levels. 
(The munber “4” signifies the highest 
level of behavioral excitation) In a 
Separate analysis, Friedman's Test was 
significant (P<0.01) for each physiologic 
variable.* 

An additional analysis was performed 
to determine whether each infants mean 
behavioral level tended to correlate with his 
—+ 
* Each infant had a mean physiologic response for 
each of the four behavioral levels. These four 
Physiologic means were ranked. Friedman’s Test 
Was applied to the physiologic ranks across the four 
behavioral levels for the infants. The lowest physi- 
Ologic rank occurred at behavioral level 1, the next 
Physiologic rank occurred at behavioral level 2, etc. 
This indicated a correspondence between increase 


in behavioral level and elevation in physiologic 
Tesponse, 
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TABLE 2 


Average physiologic levels for each 
behavioral rating for 17 infants 


Behavioral rating 
Variable 1 2 3 4 
Heart rate 122 180 135 146 
Respiratory rate 40 35 34 30 
Per cent GSR 12 31 55 40 
Amplitude GSR 6,600 8,800 17,100 8,400 


physiologic levels, ie. whether an infant 
who ranked high in behavioral level also 
ranked high in stimulus-evoked physiologic 
levels. For each of the five experimental 
conditions (control, long tone, short tone, 
long shock, short shock), the subjects were 
ranked according to mean behavioral level 
and mean physiologic level for each of 
the variables (heart rate, respiratory rate, 
per cent GSR, and amplitude GSR). The 
subjects were also ranked according to the 
mean physiologic level for each variable 
computed for all experimental conditions. 
Behavioral levels were correlated with each 
of the physiologic levels (Table 3). Only 
one of the 24 Rhos attained significance; 
this could be attributed to chance. Thus, 
an individual neonate whose behavioral 
level was high relative to all the neonates 
tested, was as likely to exhibit a relatively 
low heart rate as to exhibit a high heart 
rate. Another physiologic measure was cor- 
related with behavioral level. Skin resist- 


TABLE 3 i 
Correlation of mean physiologic levels of responses with mean 
behavior ratings by conditions 


Control Long tone 
Heart rate 0.26 0.01 
Respiratory rate —0.02 0.17 
Per cent GSR 0.32 0.35 
Amplitude GSR —0.02 0.08 


*P<0.01, 


Short tone  Longshock Short shock Over-all 
0.24 —0.04 0.83* —0.05 
0.37 0.02 0.25 —0.18 

—0.12 —0.12 —0.17 0.42 

—0.22 0.19 0.07 0.18 


O 
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ance level during control and during long- 
tone stimulation was correlated with mean 
behavioral level during the respective 
conditions, Neither correlation was signif- 
icant. 


Individual differences in reactivity 


Differences among individual neonates 
in behavioral level were significant by 
Friedman's Test (P<0.02). 

Differences among infants in heart rate 
and respiration rate were significant by 
analyses of variance (P<0.001) and in per 
tent GSR by Friedman's Test (P<0.001). 
Individual differences in GSR amplitude 
were not significant. 


Discussion 


Stimulus-induced responses vs. 
nonspecific variations 


Stimulusrelated levels were significantly 
different from control measurements, both 
for behavioral and for physiologic para- 
meters. Thus, the stimuli were effective 
in inducing levels of behavioral and physio- 
logic activity that were significantly differ- 
ent from those attributable to the spon- 
taneous, nonspecific variations in activity 
intrinsic to the organism. 

Behavioral measures discriminated among 
the four stimuli, although the physiologic 
measures failed to do so. Other in- 
vestigators, however (Steinschneider, Lip- 
ton, and Richmond 5 and Keen, Chase, and 
Graham), have reported physiologic re- 
sponses that varied with different stimuli. 
In searching for an explanation for this 
inconsistency, we noted several differences 
in the data. Steinschneider, Lipton, and 
Richmond reported that their subjects 
averaged three to four seconds for time 
from air-puff stimulation to peak response, 
and required six seconds for recovery. Our 

subjects averaged five to seven seconds for 
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stimulus-to-peak response and required 10 < 
to 20 seconds for recovery (data for tones 
and shocks combined). This suggests that 
our stimuli were of greater intensity. Per- 
haps they were of sufficient intensity to in- 
duce maximal physiologic responses, which 
obscured any tendency to discrimination. 
Crowell and co-workers? using plantar + 
electrodes, reported that 18 per cent of 
stimulations produced GSRs of at least 200 
ohms. Our finding of considerably larger 
frequencies of response—from 40 to 66 per 
cent—may have been due both to the use 
of more intense stimuli and to palmar 
rather than plantar electrode placement. 
(Palmar placement was found to yield 
many more GSRs than plantar placement.) 


Individual consistency in response 
to stimuli 


Under all experimental conditions, the 
infants tended to be quite consistent in 
both behavioral and physiologic responses. 
This finding confirms that of Bridger, 
Birns, and Blank.: 

Responses in the different physiologic 
variables were not related when tested ac- 
cording to levels or crude indices of re- 
lative reactivity. An infant showing high 
relative reactivity in heart rate may or 
may not show high relative reactivity in 
respiratory rate or in per cent or amplitude 
of galvanic skin reflex. This suggests that, 
in comparisons between physiologic and be- 
havioral reactivity, it would be useful to 
utilize several different indices of physio- 
logic reactivity. 


Relationship between behavioral and 
physiologic measures 


From the point of view of analyses 
within an individual, changes in level of 
behavioral response paralleled changes in 
level of physiologic response. Each infant 
tended to show rising heart rate, per cent 
GSR, and amplitude GSR and falling 
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respiratory rate with increasing behavioral 
level. This also confirms the finding of 
Bridger, Birns, and Blank. 

A comparative analysis of our subjects, 
however, failed to confirm the positive 
correlation reported by these authors. Our 
data indicated that an infant with a high 
heart rate or a high per cent GSR relative 
to the infants studied was as likely to have 
a low behavioral level as to have a high 
one. This is consistent with a statement 
from an earlier study by Bridger and 
Reiser? that “babies in the same activity 
. may have different heart rate 
levels, and . babies with the same 
heart rate levels may be in different states 
of excitability.” 

Similarly, level of skin resistance failed 
to correlate with behavioral level for the 
infants studied. Weller and Bell? re- 
ported a significant relationship between 
these two parameters in a group of infants 
between 60 and 110 hours of age. Per- 
haps our failure to find this relationship 
was due to the younger age of our subjects, 
Who were between 26 and 96 hours old. 


Implications for studies of individual 
differences in reactivity 


„The data suggest that in studies of in- 
dividual differences both behavioral and 
physiologic measures should be utilized. 
These measures are not equivalent, since 
an individual infant's behavioral response 
level cannot be predicted from his physio- 
logic response level relative to his peers. 
Presumably, therefore, behavioral and 
physiologic measures combined will pro- 
vide a more nearly complete picture of 
individual reactivity than could be pro- 
vided by measures of either class of varia- 
bles taken alone. Similarly, multiple 
rather than single physiologic parameters 
are indicated, since the response level in 


-one physiologic variable is not predictive 


of the level in another. 
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Conclusions 


For the infants studied, the tones and 
electric shocks were effective in producing 
levels of response that were significantly 
greater than those during non-stimulation, 
for both behavioral and physiologic mea- 
sures. 

Infants tended to remain highly con- 
sistent in rank of behavioral measures and 
of each of the physiologic variables taken 
singly for all the experimental conditions. 

For individual infants, response levels 
in one physiologic variable were unrelated 
to those in the other physiologic variables. 

For individual infants, changes in be- 
havior and in physiology were related: 
each infant tended to show rising heart 
rate, per cent GSR, and amplitude GSR 
and falling respiratory rate with an in- 
crease in behavioral level. 

In all the infants, behavioral level was 
not predictive of heart rate, respiratory 
rate, per cent GSR, or amplitude GSR. 

Individual differences were highly signifi- 
cant in both behavioral and physiologic 
levels of response. 
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A longitudinal study of children 
with a high risk for schizophrenia 


We have examined 207 "normally" func- 
tioning children who have chronically and 
severely schizophrenic mothers. On the 
basis of the literature on psychiatric gene- 
tics (notably work by Kallmann !) and a 
study of the morbidity risk in a sample of 
adults with schizophrenic mothers? we 
estimate that this group of 207 children 
contains about 23 to 32 who will some day 
be hospitalized for schizophrenia. We in- 
tend to follow these children closely for 
the next fifteen to twenty years. When 
some appreciable number becomes schizo- 
phrenic, we will be able to look back at 
our current measures and see how those 
who became schizophrenic differed in 
childhood from those who did not. If 
within the span of our current examina- 
tions there are some measures related to 
factors predisposing to schizophrenia, then 
it is possible that we will be able to devise 
a battery of tests that will effectively pre- 
identify children who have an extremely 
high risk of becoming schizophrenic. This 
is our central aim. 

Dr. Mednick is professor of psychology at the Uni- 
versity of Michigan, Ann Arbor, Mich., and is di- 
rector of the Psychological Institute, Department of 
Psychiatry, Kommunehospitalet, Copenhagen, Den- 
mark. 
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The study is prospective. We are test- 
ing subjects and interviewing relatives, 
teachers, and friends before there is any 
knowledge that the subject is going to be 
mentally ill, The observations of our in- 
terviewees concerning subjects who will 
some day be hospitalized for mental illness 
are no more distorted or selective than 
their observations concerning children who 
will some day constitute our control group. 
In addition, the information we receive is 
current. We are not asking informants to 
think back ten or fifteen years before the 
hospitalization of a subject in reporting 
the subject's behavior. A large part of 
our inquiry concerns current social and 
intellectual functioning. (Further, that 
part of our inquiry that is retrospective is 
less so than it would be if the subjects were 
adults.) The responses of the subject him- 
self are not clouded by his being a patient 
in a mental hospital, nor are they colored 
by the failures and miseries that may pre- 
cede his breakdown. 

Our data are also uniformly and sys- 
tematically obtained. In all cases the in- 
formation has been gathered in a standard 
manner—in almost all cases by the same 
examiner. In contrast, information drawn 
retrospectively from clinical records is al- 
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ways spotty, not to the point, and provided 
by numbers of different examiners with 
different viewpoints and different vocabu- 
laries. 

We believe we are gathering and report- 
ing information that cannot be secured re- 
liably in any other manner. Interestingly 
enough, a similar prospective study has 
recently been successfully conducted in the 
field of heart disease. Here the investiga- 
tors carried out a standard examination of 
a large group of adult males who had no 
history of heart ailment. They then fol- 
lowed this sample for some years and noted 
which individuals later suffered heart at- 
tacks, They compared the stricken group 
with a matched control group on the basis 
of the data collected at the onset of the 
study, before the incidence of morbidity. 
The investigators report a number of dif- 
ferent indices that are, in effect, very early 
predictors of heart disease. These indicants 
can now be used to select individuals for 
preventive therapy and research. An in- 
dex predicting schizophrenia could also be 
used in this manner if it were possible to 
devise one. 

We first attempted this study in Michi- 
gan, in 1960.8 We abandoned the attempt 
because the hospital records proved inade- 
quate and the high residential mobility 
Tate made it improbable that we could 
follow our subjects for any appreciable 
amount of time. Fifty per cent of the 
entire Detroit population moves every four 
years. When we examined the mobility 
patterns for persons in the age range of 
greatest danger of schizophrenia, we found 
that 47 per cent change address every 
year. This figure is even greater for the 
low-income non-home-owner; the group 
Of greatest interest is also the most 
Mobile, according to reports of the 
U. S. Bureau of Census (1956) and to 
he Detroit Area Study of 1956. If ten of 
Our subjects were to move to California, 
for example, we would be hard pressed 


to locate them there; and, if we were able 
to do so, it would cost us up to $5,000 to 
bring them, with a responsible adult, for 
one day of testing. On the basis of these 
data and other considerations, we made 
the decision not to continue the study. 
Anything less than certainty of 90 per cent 
follow-up success was unacceptable. 

Such certainty seemed unattainable until 
an address by Professor Erik Strómgren, 
a Danish research worker in psychiatric 
genetics, directed my attention to opportu- 
nities for research in Scandinavia. As an 
example, Fremming * carried out a 60-year 
follow-up of 5,500 persons, and was success- 
ful in locating 92 per cent of his sample. 
Clearly, the study I had just abandoned as 
impractical was feasible in Scandinavia. 

Further investigation and a visit to 
Scandinavia in the summer of 1961 revealed 
that the epidemiologic aspects of schizo- 
phrenia there are about what we find here 
in the United States A tour of the men- 
tal hospital system in Denmark suggested 
that the clinical picture was not essentially 
different from what we observe in our own 
hospitals. The national psychiatric regis- 
ter would greatly facilitate various aspects 
of the study; and the Folkeregister, which 
maintains an up-to-date record of the cur- 
rent home address of every person living 
in Denmark and which helped to explain 
the excellent record of the longitudinal re- 
search by Fremming, would be extremely 
valuable. 

What further recommended Denmark as 
a site for the proposed research was the 
compact size of the country: half the popu- 
lation is concentrated in greater Copen- 
hagen, which tends to minimize the dis- 
tance that subjects must be transported. 

The major loss of subjects in a longitudi- 
nal study in Denmark is through external 
emigration. If any subjects from our sam- 
ple do emigrate, an attempt could be made 
to locate them. However, the low rate of 
emigration of Danes suggests that, in any 
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case, this will not be a serious problem in 
our research.® 

The theory that guides this project? 
posits that the pre-schizophrenic has three 
predisposing characteristics: (1) abnormally 
great autonomic responsiveness, (2) abnor- 
mally slow recovery from response to stress, 
and (3) excessive stimulus generalization 
Teactiveness. The theory suggests that, 
when the person is subjected to a series of 
stresses, these three factors can augment 
each other so as to raise the person’s state 
of autonomic arousal and generalization to 
disruptive levels. Disturbances of percep- 
tion and thought will result from the ele- 
vated gradients of associative and stimulus 
generalization. The resultant behavioral 
disturbances might lead to hospitalization 
for acute reactive schizophrenia. 

Process or chronic schizophrenia is seen 
as the result of learning to avoid stressful 
stimulation by means of avoidant associa- 
tive mechanisms. During some periods of 
high anxiety, tangential associations occur 
that momentarily replace anxiety-laden 
thought with less-anxiety-laden thought. 
This process is followed by anxiety reduc- 
tion, which reinforces the remote, tangen- 
tial, avoidant thought transition, After 
many such trials, the tangential thought 
will become a conditioned avoidance re- 
sponse, defending the person from stimuli 
that might elicit anxiety. When presented 
with such stimuli, the person can escape 
by means of an avoidant associative transi- 
tion. 

In this theoretical context, the process 
schizophrenic is one who has the three pre- 
disposing characteristics and who has also 
learned the avoidant thought mechanism 
early in life. "This is perhaps due to his 
having been born into a stressful family 
situation, which would foster learning of 
avoidance in a sensitive child. In adoles- 
cence we would expect this person to show 
the classic withdrawal syndrome. 

The reactive schizophrenic, also charac- 
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terized by the same three predisposing char- 
acteristics, is born into a relatively unstress- 
ful family situation; thus, he is not forced 
to learn the avoidant associative mecha- 
nisms. However, having the same predis- 
posing characteristics, he is prone to an 
acute breakdown if he suffers from a series 
of trauma. In adolescence we would expect 
to find him emotionally reactive but with- 
out pathologic manifestations. 

We chose to study children whose 
mothers are process schizophrenics for a 
number of reasons: 


l. According to Kinsey, paternity is 
sometimes questionable in normal middle- 
class families. It might be difficult to be 
quite sure of our major independent vari- 
able with alleged fathers, especially if they 
were schizophrenic. 

2. Schizophrenic women have more chil- 
dren than do schizophrenic men,? affording 
us the luxury of a larger pool of subjects. 

3. Psychodevelopmentally, mothers pre- 
sumably play a greater role in shaping 
children. Using mothers has permitted us 
to carry out research on the effects of being 
reared by a schizophrenic mother. 

4. Offspring of process (typical) schizo- 
phrenic mothers yield a higher rate of 
schizophrenia 9-11 


There are elements of family dynamics 
that will be biased in our study because of 
the choice of mothers, however. For ex- 
ample, Rosenthal 12 has shown that, in a 
family with a schizophrenic, the family 
members of the same sex are more likely 
to be concordant for schizophrenia. We 
shall expect more girls than boys in our 
experimental group to become schizo- 
phrenic. 

Two experienced psychiatrists trained 
together and then independently tested 
their reliability in making judgments, from 
hospital records, for the form prepared to 
record the mothers’ symptoms. They 
merely had to judge whether the mothers 
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e typical schizophrenics; they were in- 
cted to discard any questionable cases. 
eir agreement as to diagnosis on 20 test 
es was found to be 100 per cent. Fol- 
wing this test of reliability, only one psy- 
chiatrist has checked each record. 
For each mother a precoded form has 
(been filled out that lists her symptoms, pro- 
vides information concerning her dates of 
hospitalization, and makes some notation as 
^to her clinical status. The hospital rec- 
—ords are always easily available for further 
"examination in case of need. 
"The high-risk subjects (that is, children 
— With schizophrenic mothers) have been set 
i) Off into pairs very carefully matched for 
"age, sex, father’s occupational status, rural 
or urban residence, years of formal educa- 
tion, and institutional versus family rearing 
Conditions. We have selected a control 
‘Subject for each pair of high-risk subjects. 
The control subject has been matched with 
the high-risk pair for all the aforemen- 
ioned variables. 
‘The control subjects come from families 
^ Which there has been no incidence of 
"n Hospitalization for mental illness in the 
immediate family for two generations— 
Parents and grandparents on both sides. 
_ (This determination can be made on the 
basis of unique records existing in Den- 
Mark.) As a consequence, we expect no 
lore than a “normal” yield of schizo- 
hrenia in this group. This control group 
E Will serve a number of functions: 
L Tf the two groups are well matched 
_ 4nd if the matching variables are relevant 
_ t9 schizophrenia, then the chief difference 
between the groups lies in their risk of 
7t becoming schizophrenic. If we do have 
> two Broups that differ only in their risk 
of becoming schizophrenic, then any dif- 
ences we observe between them may re- 
Me to factors predisposing or leading to 
Schizophrenia. The control group, then, 
“Makes possible interesting cross-sectional 
Comparisons at this point. 
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2. The low-risk group has been matched 
with the high-risk group for “per cent of 
group raised in children’s homes” and 
“number of years in children’s homes.” 
This will help us to evaluate the influence 
of grossly disrupted home life, which is in 
general more characteristic of our high-risk 
sample—that is, if differences between the 
entire high-risk and entire low-risk groups 
also hold up in the subgroups that have 
been raised in children’s homes, then these 
differences are not easily ascribable to the 
more disturbed home life of the high-risk 
groups. 

3. The control group provides us with 
an index of normal functioning and nor- 
mal development. Thus, in one substudy, 
conducted by Higgins, we have compared 
children who were born to, and raised by, 
schizophrenic mothers with children who 
were born to schizophrenic mothers but 
raised by normal foster parents. "Through 
the years that this study will be continuing, 
the control group will serve for many such 
investigations. 


In what follows we center our discussion 
on the psychophysiologic results thus far 
obtained. The methodology and findings 
are described in some detail, specific data 
on the latter being presented in an appen- 
dix beginning on page 530. 


Material and Methods 
The sample and its procurement 


Our procedure entailed several steps. We first 
sent social workers to state hospitals, where they 
obtained lists of resident female patients who had 
children between the ages of 10 and 18, These lists 
were checked with the University Institute for Hu- 
man Genetics and the Folkeregister. The mothers’ 
hospital records were examined by two psychiatrists, 
who certified chronic schizophrenia. (As noted 
above, when almost perfect reliability had been 
established, only one psychiatrist was used.) 

Social workers then went to the homes of the 
children and enlisted their co-operation and that 
of the responsible adults, The children were then 
scheduled for testing, 
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After some children with schizophrenic mothers 
(the experimental group) had been tested, we began 
forming pairs of matched experimental subjects. 
When some of the experimental subjects begin to 
become schizophrenic, we shall already have made 
an unbiased selection of comparison subjects who 
did not become schizophrenic. The pairs of ex- 
perimental subjects were matched with respect to 
sex, age, father's occupation (the best single meas- 
ure of social class in Denmark 14), rural or urban 
residence, years of education, and upbringing in a 
children's home versus family life. 

Next, a single control subject was selected who 
was matched on these same variables, "individual 
for individual," with each experimental pair. We 
wrote to a school attended by one or both of the 
experimental subjects and asked for the names of 
children, at that school, meeting all the matching 
criteria. The school typically would send through 
some names, These were then sent to the Institute 
for Human Genetics, which returned a Teport on 
each child concerning any history of psychiatric 
hospitalization or civil disturbance for the child, 
his parents, or his grandparents on either side. 
For example, we may have learned that child A’s 
grandfather on his mother's side had been hospital- 
ized for two months in 1937 for Severe depression, 
Whereas child B's record was "clean." We would, 
of course, choose child B as our control subject. 
A social worker would visit child B's home and en- 
gage the co-operation of the child and his guardi- 
ans. 

If a child in the experimental group was in a 
children's home, he would be paired with another 
child in a children's home. Control children were 
also sampled from children’s homes. They, too, 
were checked through by the Institute for Human 
Genetics. In most cases the Parents of these control 
children had divorced, died, or were alcoholics or 
criminals, These children’s homes controls will be 
examined carefully in the analysis of the data, In 
any case, they represent some degree of control 
with respect to aspects of the study dealing with 
broken homes. 

Socio-economic status of the children was rated 
according to the occupation of the head of the 
household. The criteria were taken from Svalas- 
toga.14 The adaptation of his System resulted in 
an eight-point scale ranging from 0 (eg, shoe 
shiner) to 7 (eg, professor). Following detailed 
instruction in the use of the scale, two judges in- 
dependently rating a series reached a satisfactorily 

high agreement: in 60 test cases, a disagreement of 
only one class in one case was noted. In instances 
in which the child had lived in more than one 
household, we scored the child on the basis of the 


SARNOFF A, MEDNICK 


household in which he had-spent the most time, 
If a child had spent more time in a children's 
home than with any family, he was coded “0” for 
social class. 

An initial letter was sent to the families inform- 
ing them of the project and the fact that they had 
been included in the sample. Both control and 
experimental families were told that we were inter- 
ested in the effect of “nervous breakdown” on the 
members of the family. They were also informed 
of our need for normal families. We did not iden- 
tify to which group we thought they belonged, but 
this was usually obvious to them. 

Below is a summary of the identifying character- 
istics of the two groups of children: 


Con- Experi- 
trol mental 


Number of subjects 104 207 
Boys 59 12 
Girls 45 86 

Mean age (to nearest whole year) 15.1 15.1 

Mean social class (see above) 2.30 2:9) 

Mean years of education 7.8 . 7.0 

Per cent of group in children's 
homes * 14 16 

Mean number of years in 
children's homes * 8,5 -9.4 

Per cent of group considered 
rural residents} 22 26 


* We considered experience in children’s homes of only five 
years or greater duration. Many of the children in the ex- 
perimental group had been in children's homes for brief pe- 
riods while their mothers were hospitalized. These experiences 
Were seen as quite different from the experience of children 
Who actually had to make a children's home their home until 
they could go out and earn their own living. 

f A rural resident was defined as one living in a town with 
a population of 2,500 persons or fewer. 


Test procedure 


Until testing was complete, none of the research- 
€rs was informed as to whether the children tested 
on a particular day were control or experimental 
subjects. The social worker scheduled all visits. 
The test procedure was identical for subjects from 
both groups. 

Testing began at 8 A.M. First, the subject had his 
height and weight taken. He was then escorted 
to the psychophysiologic laboratory, where he un- 
derwent mild stress, conditioning, and stimulus gen- 
eralization procedures. He then took psychologic 
tests: a full Wechsler Intelligence Scale for Children 
(WISC) and an abbreviated Minnesota Multiphasic 
Personality Inventory (MMPI) test. Then came 
lunch. After lunch the subject took two word 
association tests (single word response and con- 
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tinual association) and completed an adjective check 
list describing himself. He returned for a second 
psychophysiologic session, in which he underwent 
mild stress, semantic conditioning, and mediated 


. generalization procedures. Finally, the subject was 


interviewed by a psychiatrist and given an hono- 
tarium. 

Psychophysiologic procedure. Recording was done 
on an Offner Type R Dynograph. Before each 
session, the apparatus was calibrated and the elec- 
trodes and leads were inspected. We made use of 
a device designed in Ax's psychophysiology labora- 
tory to reverse polarity of the electrodes every 1.2 
seconds. 

The psychophysiology laboratory is in the base- 
ment of a hospital, in a room separated by two 
tight-fitting doors from a lightly traveled corridor. 
Signs caution quiet. The humidity and tempera- 
ture of the laboratory are relatively constant, but 
were recorded before and after each session. 

After the points of electrode placement had been 
washed and sponged with alcohol, the subject re- 
clined on a hospital bed and was asked to relax. 
Respiration, heart rate, galvanic skin reflex (GSR), 
and electromyographic (EMG) results were recorded. 
(Only the morning GSR results are reported in 
this paper) GSR electrodes consisted of zinc, 7 
mm. in diameter, embedded in a plastic cup. Small 
sponges saturated in zinc sulfate solution were in- 
serted into the plastic cup. When the transducers 
were attached, recording was started and was con- 
tinuous until the conclusion of the generalization 
testing. The subject was permitted to relax for 
15 minutes, and then the earphones were attached. 

Approximately 30 seconds after the tape re- 
corder was started, the subject heard instruc- 
tions about the procedure to follow. At the 
*nd of the instructions there was a silence of 70 
Seconds, followed by eight presentations of the 
Conditioned stimulus (tone of 1,000 cycles per sec- 
ond). These eight presentations were included to 
desensitize the subject to the conditioned stimulus, 
and varied from 5 to 11 seconds. (All intervals re- 
Ported are measured from “offset” of one stimulus 
to “onset” of the subsequent stimulus.) Nine sec- 
onds after the final “desensitization trial,” condi- 
tioning trials began. 

The unconditioned stimulus was an irritating 
noise of 96 decibels (a decibel equalling 0.0002 
dynes per square centimeter) presented for 4.5 sec- 
onds following half a second after the onset of the 
Conditioned stimulus (54 decibels). There were 14 
Partial reinforcement trials (9 conditioned stimulus- 
unconditioned stimulus pairings and 5 interspersed 
Presentations of the conditioned stimulus alone). 
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The trials were separated by intervals varying from 
17 to 77 seconds. 

Following the final conditioning trial, there was 
an interval of 3 minutes, after which conditioning 
and stimulus generalization testing began. Gener- 
alization stimuli were tones of 1,311 cycles per sec- 
ond (GS,) and 1,967 (GS). There were nine trials, 
three each of conditioned stimulus, GS,, and GS,. 
The duration of each was 2 seconds, and stimuli 
were separated by intervals varying from 10 to 18 
seconds. The order of the conditioned stimulus, 
GS,, and GS, was counterbalanced. 

The final conditioning and stimulus generaliza- 
tion testing trial marked the end of the morning 
session, which required approximately 50 minutes. 
The subject was disconnected from the apparatus 
and escorted from the laboratory. 

Psychologic tests. The children were subjected 
to a battery of psychologic tests, as indicated above. 
Included were a Danish translation of the Wechsler 
Intelligence Scale for Children, in common use in 
Denmark; a Danish translation of the Minnesota 
Multiphasic Personality Inventory, shortened to 
304 items by removing those deemed inappro- 
priate or offensive to children (it should be noted 
that no scales for this test have been developed in 
Denmark); and word association tests. A Danish 
version of the Kent-Rosanoff Test was among 
the latter. The word “mutton” was omitted 
since it is extremely unusual in Danish; the words 
“sun” and “star” were added, to make a total of 
101 words, The words were read to the subject 
with the instruction to respond to each word with 
the first word that came to mind. Latency of re- 
sponse was recorded. 

The subjects were also presented with 30 other 
words and asked to associate continually to them 
for one minute. Responses and latencies in re- 
sponse were recorded. We attempted to avoid as- 
sociative chaining by having the stimulus word on 
a card before the subject during the entire minute 
period. 

A specially constructed adjective check list of 
241 items was administered to each subject with 
instructions to use it to describe himself. The in- 
terviewing psychiatrist and the administrators of 
the WISC and the word association tests also used 
this check list to describe each subject. 

Psychiatric interview. Each subject underwent 
a 30- to 40-minute psychiatric interview to assess 
his current diagnostic status. The interview was 
largely precoded and highly structured. The ques- 
tions concerned the subject's mental status, social 
history, and attitudes. 
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Other measures obtained 


"The social workers interviewed the person re- 
sponsible for the child on questions concerning 
the child's current behavior, social development, 
parental behavior, school behavior, and parents' 
socio-economic status, The interview was highly 
structured. 

A questionnaire was mailed to each subject's 
School. Items concerned the subject’s relationship 
with teacher and classmates as well as academic 
achievement, The questionnaire was filled out by 
the teacher most familiar with the subject. 


Results 


Data on the psychophysiologic tests will 
be found in an appendix beginning on page 
530. What follows here is a narrative sum- 
mary of the significant findings. 


Psychophysiologic findings 


Extremely consistent and highly signifi- 
cant differences have been observed in the 
latency of the galvanic skin reflex (GSR) 
response. "These differences, however, seem 
to be rather complex. Unequivocally and 
without exception, the experimental group 
responds with a shorter period of latency 
to the stress stimuli. In every case the dif- 
ferences are significant and marked. This 
short period of latency suggests that the 
experimental group is characterized by a 
volatile autonomic nervous system that is 
easily and quickly aroused by threat. 

The differences between the two groups 
in latency of response to more neutral 
stimuli are not as marked. Although, in 
general, the experimental group continues 
to respond much more quickly, there are 
some instances in which this trend becomes 
reversed. 

We predicted differences in amplitude of 
response, speed of recovery, and generaliza- 
tion responsiveness. The two predictions 
concerning amplitude of response and gen- 
eralization were strongly Supported. The 
experimental group responds with much 
greater amplitude to the stress and to the 
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generalization stimuli than does the con- 1 

trol group. " 
The big surprise in the data is the fairly - 


consistent finding that the experimental - 


speed. For the past ten years our hypothe- " 
sis in research in schizophrenia has been | 
that the preschizophrenic should show 
slower recovery from stress. Our data seem 
definitely to contradict this hypothesis. 

This is especially puzzling in view of 
the earlier findings with already quite 
schizophrenic populations showing slower © 
recovery rates.5-15 Tt is difficult to aban- 
don the hypothesis of a slower recovery — à 
rate in the pre-schizophrenic. It has always 
suggested itself as the method of differen- 
tiating between the pre-neurotic and the 
pre-schizophrenic. What is immediately - 
indicated is a retesting of the subjects, 
with even more careful attention being — 
given to an analysis of their recovery rates. 
However, in the interim it is interesting to 
speculate on what role quicker recovery. 
could play in the development of schizo- 
phrenia. 

The theory outlined above (page 524) 
Suggests that schizophrenia is a learned 
thought disorder. The thought disorder 
is learned at those times when a pre-schizo- 
phrenic or schizophrenic facing an anxiety- 
provoking thought or situation escapes 
from this anxiety by thinking of an irrele- 
vant, or relatively irrelevant, idea. This 
irrelevant association will tend to remove 
the person, momentarily, from the anxiety- 
provoking stimulation. This will result in 
a reduction in anxiety level that will rein- 
force the anxiety-irrelevant-response as- 
Sociative link. After many such trials, the 
schizophrenic will have built up a large 
Tepertoire of responses that will have the 
ability to remove him from anxiety-provok- 
ing stimulation. 

One of the difficulties that has consist- 
ently been raised by critics of this theo- 
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retical position has been that, if the 
pre-schizophrenic recovers more slowly from 
anxiety-provoking stimulation, then the 
reinforcement he will receive as a result of 
“thinking away" from anxiety-provoking 
events will be less than that a normal per- 
son might receive. Why, then, should he 
learn to think irrelevant thoughts more 
than a normal person might? The finding 
that the experimental group in this study 
shows quicker recovery than the control 
group suggests a possible answer to this 
question, namely, that perhaps one of the 
determining features of the. pre-schizo- 
phrenic is his relative ease in finding im- 
mediate surcease from anxiety-provoking 
events by means of avoidant thought. This 
might explain why this mechanism is 
seized upon by the schizophrenic; it might 
explain why this mechanism is so common 
in schizophrenia. 


Other findings 


We summarize the non-psychophysiologic 
findings informally by a narrative, inter- 
pretative description of the features of the 
members of the experimental group that, 
statistically, distinguish them from mem- 
bers of the control group. A word of cau- 
tion is in order, however: we have com- 
bined many individual findings as though 
all of them were characteristic of all mem- 
bers of the experimental group. It is pos- 
sible, if not likely, that separate subgroups 
were responsible for separate findings. 
Thus, by weaving them all together with 
a narrative thread, we are doubtless doing 
some violence to the facts. In amy case, 
each statement reflects a statistically sig- 
nificant, empirical result. 

The first characteristic that all of the 
experimental subjects have in common, of 
course, is that they have mothers who are 
schizophrenic. Their home life has not 
been harmonious, but has been marked by 
frequent parental quarrels. The mother 


has apparently been relatively dominant 
in the home. However, her influence has 
not been benign; the child sees her as scold- 
ing and unreliable and not worthy of his 
confidences. 

This difficult environment has been im- 
posed upon (or perhaps has been responsi- 
ble for producing) a child whose autonomic 
nervous system is highly labile, reacting to 
threat abnormally quickly and with abnor- 
mal amplitude. To make things still more 
difficult, reactions are not specific, but over- 
generalized. This serves to broaden the 
range of stimuli that are adequate to pro- 
voke this sensitive autonomic nervous sys- 
tem. 

In school, the child's teachers recognize 
his tendency to get upset easily. He seems 
to react to excitement by withdrawing. He 
handles peer relations and classroom chal- 
lenges by passivity. Perhaps this mode of 
reaction is learned, since it is usually fol- 
lowed by the reduction of his anticipatory 
fear. Despite the use of passivity and 
withdrawal, the child is still approachable 
and is performing relatively adequately. 
Still, he shows his “nervousness” enough 
for his teacher to remark on it. However, 
having begun to learn avoidance behavior, 
it is difficult for the child to stop, since this 
takes him away from the very social situa- 
tions in which he might learn more direct 
means of dealing with his anticipatory 
anxiety. His recovery being more rapid, 
his withdrawal is even more effectively re- 
warded. Since he withdraws, his peers 
reject him; and the circle gets tighter and 
more difficult to break out of. 

Although, in general, the child performs 
adequately, he has already learned to effect 
momentary withdrawal responses whenever 
pressures build up. In tasks that require 
continuous concentration and effort (arith- 
metic, coding in the WISC), his perfor- 
mance will begin to slip. 

The child is a “loner” much of the time. 
He does not share associations with his 
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peer group as much as does his schoolmate. 
In addition, he is beginning to learn to 
escape from autonomic arousal by drifting 
off into idiosyncratic thoughts. 


Appendix 
Results of Psychophysiologic Tests 


The following variables were measured from the 
morning GSR records: 


l. Latency of response—measured in millimeters 
from onset of stimulus to beginning of response. 

2. Time to response peak—measured in milli- 
meters from the beginning of the response to its 
highest point. 

8. Time to full recovery—measured in milli- 
meters from the highest point of the response to 
full recovery from the response. 

4, Time to half recovery. 

5. Basal level—measured in ohms resistance by 
referral to prepared conversion sheets based on 
calibrations, This was the pre-response level. 

6. Amplitude of response—measured in ohms re- 
sistance change. 

7. Amount. of recovery—measured in ohms re- 
sistance, 


Since our control and experimental groups dif- 
fered in number, we computed our findings for 
unequal numbers, It will be recalled that in the 
psychophysiologic procedure there was first a rest 
period, followed by instructions, followed by a series 
of densensitization tones, followed by nine condi- 
tioned stimulus (CS)-unconditioned stimulus (UCS) 
(stress) presentations and five CS presentations, fol- 
lowed by the test for stimulus generalization, 

The GSR results are reported in ohms resistance. 
Where applicable, suitable controls have been in- 
stituted; thus the amplitude data have been ana- 
lyzed by analysis of covariance, with the preceding 
basal level serving as the covariance control. 

We recorded room temperature and relative hu- 
midity before each test session. The mean tem- 
peratures for the experimental and control groups 
were 23.3* C. and 23.6°C, This difference was not 
significant. The mean relative humidities for the 
sessions of the experimental and control groups, 
respectively, were 42.7 per cent and 389 per cent. 
This difference was highly significant (F=36.30, 
1/305 df, P<0.01). We ran several analyses using 
humidity as a covariance control in order to evalu- 
ate its effect. As has been shown by other investi- 
gators (Wenger, particularly), the correlation of the 
GSR basal level and response size with humidity is 
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rather low (approximately 0.10), It caused very 
little change in the analyses to use humidity as 
covariance control. Consequently, this difference - 
was dropped from further consideration, 


Latency of GSR Responses 


Table 1 presents a fairly complete picture of the 
differences between the experimental and control 
groups in terms of the latency of their GSR response 
to the experimental stimuli. As can be seen, for - 
stress stimulation latency of the GSR was consis- 
tently and significantly shorter for the experi- 
mental group. This is especially true with respect 
to the stress stimuli. All of the differences in the 
latency of response to the stress stimuli were signifi- 
cant at at least the 0.01 level. ; 

On the other hand, when we regard the latency 
of response to the CS and the GS, we see that on 
Some occasions there are reversals of the direction 
of these results and that, in general, the differences 
are not so great. Interestingly enough, the stimu- 
lus that is farthest from the CS, i.e., GS,, in every 
case shows a reversal in the direction of this find- 
ing—that is, the experimental group responds sig- 
nificantly more slowly to GS,. 

As part of his report, the interviewing psychia- 
trist made a judgment of the prognosis of the sub: 
jects. In an interesting substudy, we examined 
the relationship between latency of autonomic re- 
sponse and this prognosis for subjects in the ex- 
perimental group. Within the experimental group 
those children with shorter GSR response latency 
tended to have poorer prognoses (Chi square=7.25, 
1 df, P<0.01). This progression is quite interest- 
ing. The experimental group, as a whole, having 
a higher risk for schizophrenia, is characterized by 
highly labile autonomic responding; within the 
high-risk group, those judged to have the highest | 
tisk have even greater lability. 


Peak Response Time 


Early in the analysis of these data, it became 
clear that we should drop our consideration of the 
variable peak response time. The correlation be- 
tween peak response time and size of response 
Proved to be consistently in the 90's It is clear 
that it simply takes longer to make a greater re- 
sponse; and this variable will not be further con- 
sidered in this analysis. 


Basal Level 


Table 2 presents the mean basal levels for the 
experimental and control groups across the entire 
experimental session. The experimental group in 
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TABLE 1 
Latency of GSR: Comparison of mean latency in seconds 
Point of measurement Experimental group Control group PY 
Preconditioning 
Desensitization tone I 1.50 2.08 «0.01 
Desensitization tone V 1.59 1.74 «0.01 
Desensitization tone VIII 2.49 0.48 « 0.0) 
Unconditioned (stress) stimuli 
CS-UCS I 1.85 2.23 «0.01 
CS-UCS II 1.46 1.75 «0.01 
CS-UCS III 1.69 2.17 «0.01 
CS-UCS IV 1.54 2.20 «0.01 
CS-UCS V 1.75 2.89 «0.01 
CS-UCS VI 1.76 2.10 «001 
CS-UCS VII 1.73 2.15 «0.01 
CS-UCS IX 1.61 2.99 «001 
Conditioned stimuli 
CS 1 1.09 1.10 nst 
cs 2 1.54 2.30 «0.01 
CS 3 2.19 1.71 ns 
CS 4 2.16 2.49 «0.05 
Cs 5 1.82 2.00 ns 
Generalization-extinction testing 
Conditioned stimulus (1,000 cpst) 
First trial 1.62 «001 
Second trial 2.11 Hu ns 
Third trial 2.14 1.5 «eol 
Generalization stimulus (1,911 cps) I 
First trial 1.90 2.23 «20.01 
Second trial 1.45 2.88 «o 
Third trial 1.98 2.82 mel 
Generalization stimulus (1,967 cps) II 
First trial 2.00 1.57 «0.01 
Second trial 2.07 1.85 «o 
Third trial 3.84 1.49 E 
oo ee CUM. rnit adt calves Annon. Wed m TUM E a 


* Significance of the differences was tested in all cases by analysis of variance. 


t Cycles per second. 
1 Not significant, 


every single instance demonstrates a lower level of 
basal skin resistance, indicating a higher level of 
arousal. These differences are significant in almost 
all cases, 

It is of interest that the experimental group re- 
Covered approximately 36,000 ohms over the course 
Of the session while the control group recovered 
only approximately 25,000 ohms. This difference is 
Not significant, but it contradicts one of the early 


hypotheses of this investigation, namely, that the 
experimental group should be recovering more 
slowly than the control group. It is possible, how- 
ever, that this difference may be due to the fact 
that the experimental group members had a larger 
response to the entire experimental situation when 
they first entered the laboratory; as a consequence, 
they had a longer way to go to recover, However, 
as we shall see later in the analysis, there is some 
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TABLE 2 


Mean basal levels of GSR in ohms resistance 
Experimental group Control group Pe 


Preconditioning trial 
Initial level 
Third test period 
End of rest 
Earphones on 
Desensitization tone I 
Desensitization tone V 
Desensitization tone VIII 
Conditioning trials 
CS-UCS I 
CSI 
CS-UCS II 


CS-UCS III 
CS II 


Generalization-extinction testing 

CS, first trial 

GS,, first trial 

GS,, first trial 

CS, second trial 

GS,, second trial 

GS,, second trial 

CS, third trial 

GS,, third trial 

GS,, third trial 


Final basal level 153,000 167,000 ps 
* Significance of the differences was tested in all cases by analysis of variance, 


Teason to suspect that the experimental group did 
indeed recover at a faster rate than the control 
group. 


Amplitude of Response 

As is typical for GSR research, we observed siz- 
able correlations between the amplitude of a re- 
sponse (in ohms) and the Preceding basal levels 
(in ohms). In view of the Significant differences 
obtained in basal level, we used this variable as a 
covariant control in conducting our analyses of 
variance on the amplitude of response data, In 
each case we used as a control the basal level im- 
mediately preceding the response under analysis. 


117,000 142,000 ns 
128,000 168,000 <0.01 
161,000 194,000 <0.10 
141,000 200,000 <0.01 
134,000 161,000 <0.05 
137,000 158,000 ns 
139,000 160,000 ns 
141,000 163,000 <0.01 
127,000 152,000 <0.05 
128,000 150,000 <0.05 
127,000 151,000 <0.05 
127,000 151,000 <0.05 
129,000 151,000 <0.05 
131,000 154,000 <0.05 
132,000 155,000 «0.05 
132,000 150,000 ns 
133,000 152,000 «0.05 
134,000 157,000 «005 
141,000 165,000 «0.05 
141,000 167,000 «0.05 
139,000 166,000 <0.01 
141,000 174,000 <0.01 
141,000 165,000 «0.05 
139,000 164,000 «0.05 
143,000 166,000 «0.05 
142,000 167,000 «0.05 
143,000 166,000 «0.05 


The mean levels of GSR response and the sig- 
nificance levels of the differences are presented in 
Table 3. The largest difference came on the first 
exposure of the subject to the stress stimulus. In 
general, across all trials, the experimental group 
responded with greater drops in skin resistance. 

It is interesting to note that, in Tesponse to the 
mild and non-stressful desensitization tones (L V, 
and VIII), there were no significant differences in 
the response level of the experimental and control 
groups. The difference in their response to the 
stress stimuli was very marked; in most instances 
the differences are highly significant. In every 
case, the experimental group responded with a 
greater drop in resistance than did the control 
group. 


| 
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TABLE 3 


Mean amplitude of GSR response, in ohms, to preconditioning stimuli, stress 
stimuli, conditioned stimuli, and generalization stimuli 


Point of measurement Experimental group Control group Pt 

Preconditioning stimuli 
End of rest 2,000 870 «0.01 
Earphones on 18,000 16,000. «0.05 
Tape recorder on 3,600 7,600 nst 
Taped instructions begin 9,300 6,500 «0.01 
Desensitization tone I 4,300 3,000 ns 
Desensitization tone V 460 190 ns 
Desensitization tone VIII 450 150 ns 


Unconditioned (stress) stimuli 


CS-UCS I 23,000 11,000 «0.01 
CS-UCS II 12,000 7,900 «0.01 
CS-UCS III 13,000 5,600 ns 
CS-UCS IV 9,400 6,700 «0.01 
CS-UCS V 9,200 5,700 «0.01 
CS-UCS VI 18,800 12,600 «0.01 
CS-UCS VII 7,800 4,200 «0.01 
CS-UCS VIII 8,000 6,300 ns 
CS-UCS IX 6,700 5,200 ns 
Cs 2 3,000 3,000 ns 
CS 3 3,000 2,400 ns 
cs 4 3,000 2,400 ns 
CS 5 3,600 2,400 «005 


Generalization-extinction testing 


Conditioned stimuli 
UNE 2,800 3,400 ns 
Conditioned stimulus (1,000 cpsT) 


First trial 3,100 2,300 ns 

Second trial 2,466 1,849 <0.05 

Third trial 2,500 690 «0.01 
=] Generalization stimulus I (1,311 cps) 

First trial 3,140 1,830 «0.05 

Second trial 2,120 820 «0.01 

"Third trial 1,400 650 «0.05 

Generalization stimulus II (1,967 cps) 

First trial 1,982 625 «0.01 

Second trial 2,740 587 «0.05 
" Third trial 1,800 360 «0.01 


* Significance of differences was tested in all cases by analysis of covariance. Basal level just preceding response was the 
Covariance control. 


T Cycles per second. 
1 Not significant. 


A As can be seen in Table 3, there are no differ- control group. "Of even greater interest is the por 
ences in size of conditioned response until the last ^ that the experimental group showed itself to be 
test trial (test trial 5), when the experimental group far more resistant to extinction of the conditioned 


responded significantly more strongly than did the response than was the control group. 'This may 
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be observed in Table 3 in the section on generali- 
zation-extinction testing. As measured by extinc- 
tion testing, the experimental group showed more 
conditioning of a GSR. The small size of the mean 
group response reflects the fact that many indi- 
viduals ceased responding before the conclusion 
of extinction. "Those who maintained their re- 
sponsiveness are like the schizophrenics described 
by Zahn,19 who found chronic schizophrenics to be 
very slow in habituation. It is of interest that his 
schizophrenic subjects also manifested a signifi- 
cantly lower level of basal resistance as well as a 
significantly higher level of responsiveness. These 
results are highly congruent with our findings on 
this group with a high risk for schizophrenia. 


Stimulus Generalization 


It should also be noted in Table 3 that, on every 
test. trial, the experimental group shows more gen- 
eralization responsiveness. In fact, the generaliza- 
tion responsiveness is considerably more vigorous 
than the conditioned responsiveness "These find- 


TABLE 4 
Recovery of GSR 


A. Mean time to half recovery in seconds 


Experi- 

Point of mental Control 
measurement group group pe: 
Doe a ie 
Earphones on 6.7 11.0 0.01 
Instructions on 8.1 8.6 nst 
CS-UCS I 29.5 33.6 ns 
CS-UCS IIT 6.7 7.4 ns 
CS-UCS V 8.1 8.1 ns 
CS-UCS VII 8.1 6.7 ns 
CS-UCS IX 7.7 9.8 0.01 


——M M e nues m bi dun 
B. Mean time to full recovery in seconds 


Experi- 

Point of mental Control 
measurement group group P 
a a AY 
Earphones on 17.8 27.8 0.01 
Instructions on 19.2 22.1 ns 
CS-UCS I 62.4 64.5 ns 
CS-UCS III 21.1 22.8 0.01 
CS-UCS V 29.0 33.0 0.01 
CS-UCS VII 24.6 23.8 ns 
CS-UCS IX 35.8 42.4 0.01 


a 
* Significance of differences was tested in all cases by analy- 
sis of covariance. Size of the response from which the recovery 
took place was the covariance control. 
t Not significant. 
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ings are in accord with the original hypothesis and 
with much research on stimulus generalization be- 
havior in schizophrenics.20-22 


Recovery 


After many analyses of the recovery information 
and considering these data many ways, we believe 
that the most reasonable conclusion is that the 
experimental group recovers more quickly than the j 
control group. This is completely antagonistic to 
the initial hypotheses of the investigation, 

Table 4 compares the experimental and control 
groups on two different ways of analyzing recovery 
behavior. In section A, the mean time to recovery 
of one-half the response is presented; in section. 
B, the mean time to full recovery is given. In 
both of these measures there are some significant | 
findings; and, in every instance in which a signifi- - 
cant finding is observed, the experimental group - 
may be seen to be recovering more quickly than - 
the control group. 

The amount of recovery in ohms was also 
analyzed, but is not reported here inasmuch as it 
has been abandoned as a method of analysis. We 
discovered that it regularly correlated in the high 
80's and 90's with the size of the response, Conse- 
quently, the analysis was not independent of the 
analysis of size of response and was abandoned. 

The means reported in Table 4 are all adjusted 
for size of response, and the analysis of covariance 
has the size of response as a covariance control. 
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Some basic psychologic 


investigations relevant 


It would seem easier to develop a useful 
short-term than long-term prognostic index, 
but in the case of schizophrenia this is not 
so. On the contrary, it is possible to pre- 
dict the mental and social functioning of 
schizophrenics with greater accuracy three 
to five years after testing with inkblots 
than three to five months after testing. 

Short-term prognosis depends on per- 
sonality traits different from those involved 
in longterm prognosis. Anxiety and de- 
pression are conspicuous and frequently 
vary greatly in intensity in the period fol- 
lowing the onset of the psychosis. The 
acute subjective reaction makes it difficult 
to evaluate thought disorders, the slacken- 
ing of drive for achievement, and the emo- 
tional withdrawal. About three years after 
the onset, the emotional turmoil passes, the 
great difference between potential and ac- 
tual behavior is greatly reduced, and a more 
reliable and comprehensive evaluation of 
the patient's personality assets and liabili- 


Dr. Piotrowski is professor of psychology in psy- 
chiatry at the Jefferson Medical College of Phila- 
delphia, Philadelphia, Pa. 
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to schizophrenia 


ties becomes possible. Consequently, the 
independent criterion of the accuracy of 
test predictions is far more reliable and 
valid in long-term than in short-term 
prognoses. 'The correct diagnosis, which 
can be so difficult, rarely presents a prob- 
lem after many years of observation. 

All available treatment methods influ- 
ence the transient or secondary symptoms 
of schizophrenia (reflecting the patient's 
reaction to his realization that he has a 
serious mental illness). ^ Unfortunately, 
they do not remove the fundamental cause 
of the psychosis, which is responsible for 
the lasting symptoms, Modern drugs are 
very effective in alleviating depression and 
anxiety both in patients who will eventu- 
ally improve and in those who will remain 
unimproved though less anxious and less 
depressed. 

Most authors agree that over 70 per cent 
of schizophrenics improve after a relatively 
short time within the first year following 
the onset of the manifest psychosis. They 
agree that the improvement rate drops 
below 40 per cent three or more years 
after the onset. This fact alone sug- 


Basic psychologic investigations 


gests a basic psychobiologic difference be- 
tween short-term and long-term personality 
changes. This, in turn, requires a some- 
what different approach to short-term 
prognosis in schizophrenia. 

The shortterm prognosis depends pri- 
marily on feelings of anxiety and depres- 
sion and their detrimental effect on 
achievement and adjustment. The chances 
for improvement, after a short term, in- 
crease as the detrimental effects of feelings 
increase in a patient whose thought proc- 
esses are not conspicuously disordered.? * 
* A thought disorder is said to be primary 
when it persists even though emotional 
pressure is absent. 

Schizophrenics who failed to improve 
after insulin coma treatment were found 
to resemble patients with confirmed organic 
brain lesions in their performance on the 
inkblot test? The unimproved patients 
saw little, thought little, and desired little. 
Even before treatment, the patients who 
were to improve functioned on a higher 
personality level than those who failed to 
benefit from insulin treatment. 

The inkblot test allows an important 
differentiation between a prognostically 
benign and an unfavorable intellectual 
confusion. The prognostically poor con- 
fusion is indicated by a response in which 
the secondary elaboration of the visual 
image associated with the stimulus blot is 
confused and in which the chief visual 
image is perceived vaguely and does not 
correspond satisfactorily to the blot area 
to which it pertains. The prognostically 
benign confusion also is characterized by 
confused secondary associations, but the 
chief visual image is well conceived, is clear, 
and fits its respective blot area satisfac- 
torily? A secondary association contains 
visual elements to which nothing corre- 
sponds on the stimulus blots; they are 
extraneous confabulations and not inter- 
pretations of visual details perceived on 
the blots. For example, a patient associ- 
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ated the cube-shaped green lights of New 
York police stations with a green blot area, 
and then gave a long story of his experi- 
ences with the police, making it plain that 
his story was a secondary association and 
not a direct interpretation of the blot. 

We found that long-term prognosis in 
schizophrenia must be based on an analysis 
of primary thought disorders if it is to 
approach validity. Anxiety and depression 
have very limited prognostic value for the 
ultimate course of the psychosis. How- 
ever, the thought disorders are most im- 
portant. These disorders are frequently 
correctly identified but are often misinter- 
preted with regard to their prognostic 
significance. This holds true of clinical 
observations as well as psychologic testing. 

During the first years after the onset of 
the psychosis, most clinicians view the pa- 
tient's disordered thinking as a result of 
neurotic tension. They are inclined to 
do so particularly when they have a good 
rapport with the patient. Almost everyone 
tends to treat thought disorders as neurotic 
when the patient attempts to correct his 
reasoning or deny that he said what the 
examiner heard him say. However, the pa- 
tient’s insight that he has intellectually 
"slipped" (when his attention is drawn to 
it) is a contraindication of severe person- 
ality defects, but not a contraindication of 
schizophrenia itself; such patients are in a 
mild and/or early stage. After all, only 
the severely deteriorated schizophrenics are 
actively psychotic all the time; the great 
majority of them are actively psychotic only 
part of the time.* 

The degree of personality disintegration 
in schizophrenia should be measured in 
proportion of time the patient is actively 
psychotic, illogical, unrealistic, or delu- 
sional, not in degree of severity of symp- 
toms. This is implied in the concept 
of schizophrenic fragmentation. Schizo- 
phrenia (correctly diagnosed) always leads 
to personality change. Both those least 
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and those most disorganized by schizo- 
phrenia can be either dangerously aggres- 
sive or harmlessly passive.* 

One hundred inpatients discharged 
from a psychiatric hospital that was very 
“schizophrenia conscious” were diagnosed 
after an interval of five and one-half years. 
The discharge diagnoses of schizophrenia 
were confirmed in all but one patient (a 
postencephalitic. Other patients dis- 
charged from the same institution after 
the same thorough study and treatment, 
and during the same period of time as the 
hundred schizophrenics, were followed and 
rediagnosed. The shortest follow-up in- 
terval was three years; it was more than 
seven years in over 90 per cent of the 122 
patients. 

The re-examination disclosed that 50 per 
cent of those originally discharged who 
had been diagnosed as manic depressive 
(38 of 70) and 46 per cent of those who 
had been diagnosed as neurotic (24 of 52) 
developed a clear-cut schizophrenia.’ Case 
histories pertaining to the period preced- 
ing the original discharge were read to 
see what the psychiatric residents had re- 
corded. These histories contained de- 
scriptions of symptoms usually considered 
indicative of schizophrenia, although the 
patients had not been given this diagnosis, 
These relevant observations were divided 
into ten “signs.” Only some of them can 
be presented here. 

Although none of the originally dis- 
charged patients had been diagnosed as 
schizophrenic, the follow-up psychiatric 
diagnoses of the same patients were: 62 
schizophrenias, 32 manic-depressive psy- 
choses, and 28 psychoneuroses. Sign 6, 
“feeling of having changed,” was recorded 
for 29 of the patients who became schizo- 
phrenic, but for none of those who did not. 
Sign 8, “uncontrolled anxious thoughts, 
repeatedly interrupting” (the patient’s vol- 
untary thinking or stream of consciousness), 
was found in the records of 14 schizo- 


ZYGMUNT A, PIOTROWSKI 


phrenics and in none of the non-schizo- 


phrenics. Such a simple, spontaneous re- - 


mark as “I can't concentrate" (sign 5) had 
been recorded for 26 schizophrenics, 4 
manic depressives, and one neurotic. The 
inability to concentrate of which the pa- 
tients complained had to appear in the 
absence of emotional tension, i.e., it had to 
be primary. Ten was the highest possible 
number of signs a patient could produce, 
and the average number of signs of schizo- 
phrenics was 3.4; of manic depressives, 0.3; 
and of neurotics, 0.1.5 


After many trials and years (with the | 


great support of the Schizophrenia Research 
Program of the Supreme Council, 83°, 
Scottish Rite Freemasonry, Northern Ma- 
sonic Jurisdiction, and the National As- 
sociation for Mental Health), the long-term 
prognostic index (LTPTI), based on Rors- 
chach data, has been developed. It is 
more reliably scored and more valid than 
our preceding long-term prognostic proce- 
dure.5 Computed "blind," ie, without 
any personal knowledge of the patients, 
their behavior, symptoms, course of psy- 
chosis, etc, the L'TPTI scores coincided 
with independent clinical evaluations (in 
terms of improvement or no improvement) 
in 75 per cent to 90 per cent of schizo- 
phrenics in four different validation stud- 
ies, which included a total of 259 patients. 

To be classified as improved, the patient 
had to improve in all three of the follow- 
ing areas; otherwise, he was classified as 
unimproved: 


1. Feeling about self—He had to become 
more comfortable with himself, less anxi- 
ously unsure and tense. 

2. Thinking—His thoughts had to be- 
come more realistic, more consistent, and 
more relevant. AM 

3. Work output—He had to achieve 
more with less inner struggle. 


Details concerning the LTPTI are de- 
scribed elsewhere. 58 The 12 signs that 
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* thinking level. 
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constitute the LTPTI and their intercorre- 
lations can be explained in terms of four 
factors,» ® which make good sense to both 
clinicians and test users: (1) constriction; 
(2) doubtful perception or interpretation, 
the patient being unsure of what he “sees,” 
ie, seems to perceive visually, or cannot 
deliberately and consciously direct his 
thoughts about what he “sees” on the blot; 
(3) inappropriately applied energy, includ- 
ing overinclusive and irrelevant lines of 
reasoning; and (4) sporadic arbitrariness, 
a form of schizophrenic narcissism on the 
Although the LTPTI 
scores have been found to be significantly 
associated with thinking disorders, they 
have not correlated with such emotional 
attitudes as negativism and paranoid 
hostility. 

The LTPTI should perhaps be tested 
as an aid in psychotherapy as well as in 
prognosis. It can help to select appropriate 
therapeutic goals and to make up patient 
groups for group therapy. It is no longer 
necessary to rely on subjective impressions 
or intuition of very doubtful reliability. 
Long-range planning for the treatment, oc- 
cupational training, and care of schizo- 
phrenics can be improved with the aid of 
the LTPTI and other results of our in- 
vestigations.’ 10 The percept-analytic ink- 
blot test is a useful laboratory technique if 
Properly interpreted. 

We have begun two new studies to un- 
derstand better schizophrenia and our 
methods of studying this psychosis. Some 
years ago two different investigations led 
to the conclusion that some specific sub- 
Stance in the blood of schizophrenics inter- 
feres with energy mobilization. Gottlieb 
and Frohman found that schizophrenics 
confronted by a stressful situation failed 
to speed up the process of converting food 
Into energy because of a specific blood sub- 
stance. Hoagland and his collaborators, 
Bergen and Pennell, offered evidence for 
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a substance in human blood that may play 
a causal role in psychotic behavior. They 
injected blood or blood plasma into the 
blood of rats and thereby significantly 
reduced the rats’ vertical climbing ability. 

Dr. Herman Y. Efron and the present 
writer are planning a repetition of the 
Hoagland experiment with one innovation: 
we shall determine whether the blood of 
schizophrenics who score high on the 
LTPTI (implying a poor prognosis) affects 
the rats measurably more than the blood 
of schizophrenics who score low on the 
LTPTI (implying a good prognosis). If 
and when we find a significant difference, 
we shall have proof that visual imagery 
elicited by ambiguous stimuli, the inkblots, 
can reflect some biochemical dysfunction 
of the human brain. Incidentally, we shall 
then have an additional reason to view the 
LTPTI as an approximate experimental 
measure of schizophrenic deviation from 
mental health. 

Another experiment, by Kirby Smith 
and the present writer, consists of simul- 
taneous recording on a transistor poly- 
graph of the pulse rate, respiration, heart 
rate, and the galvanic skin reflex while the 
patient is interpreting the Rorschach ink- 
blots. Preliminary experiments have re- 
vealed a high degree of correspondence in 
time, and some correspondence in intensity, 
between the polygraph indicators of change 
in tension and the inkblot test indicators 
of such changes. Not all the physiologic 
measures change at the same time or in the 
same manner. We aim to relate the differ- 
ent physiologic patterns to meaningful ink- 
blot test reactions and to clinical observa- 
tions. 

It is not always realized that we use 
many clues of which we are barely aware. 
Even lucid, consistent, and realistic think- 
ing about the world is dependent on 
preconscious perceptions and preconscious 
reasoning occurring on the fringe of con- 
sciousness (William James). We (and this 
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includes children) select the right meaning 
for words that have several different ones 
without a preceding critical analysis. Im- 
agery—visual imagery above all—consti- 
tutes a considerable part of the processes 
taking place on the fringe of consciousness. 
"Therefore, a study of visual imagery is 
of utmost significance, especially in the 
understanding and treatment of schizo- 
phrenics, in whom the fringe of conscious- 
ness plays an exceptionally great role. 
Visual images, projected on ambiguous, 
indeterminate stimuli, are trial actions at 
a low level of intensity. They foreshadow 
the future. 
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Symbiosis, sacrifice, and schizophrenia 


This is an interim report on methods, re- 
sults, and implications of a long-term in- 
quiry into the life histories of adult schizo- 
phrenics, using as primary data materials 
gathered in the Judge Baker Guidance 
Center—diagnostic and therapeutic inter- 
views with the child, interviews with the 
mother or father, physical and psychologic 
examinations, and so on, all gathered prior 
to the child’s eventual hospitalization and 
the diagnosis of schizophrenia. The spe 
cial characteristics of these life histories 
tell something about how people become 
schizophrenic and offer some possible clues 
to the prevention or amelioration of schizo- 
phrenia. 

The concept of schizophrenia has in 
recent years been expanded to cover à 
diffuse group of childhood disorders, tran- 
sient adult psychoses, and even adult neu- 
rotic disorders that resist treatment. Before 
reporting on our studies of schizophrenic 
life histories, we should like to forestall 
some possible misunderstandings by indi- 
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cating what we mean by schizophrenia and 
what we do not mean. 

Our beginning point is a practical one. 
As Holmes said, the law is what the judges 
say it is. Schizophrenia is what the psy- 
chiatrist says it is, particularly the psy- 
chiatrist charged with responsibility for 
long-term care of adult patients. The 
whole history of the concept, from Krae- 
pelin’s synthesis of the syndrome of de- 
mentia praecox, through Bleuler's sub- 
stitution of the term "schizophrenia" and 
definition of its characteristics, to Arieti's 
study of deterioration and regression, has 
been intimately related to the milieu of 
the mental hospital. We have chosen to 
study only schizophrenics who have been 
hospitalized (in itself a complex process 
involving a consensus of several people) 
and who have been diagnosed schizophrenic 
by hospital staff members. "Though some 
of the people we will be calling schizo- 
phrenic have also received other diagnoses 
at times, schizophrenia was the final diag- 
nosis for all of them, and for two-thirds 
the diagnosis of schizophrenia was made 
by two or more hospitals. We are reason- 
ably sure, then, that these people were 
schizophrenic as adults, and this is our 
anchor point as we study what they were 
like as children and. adolescents. 
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If a hospital diagnosis of schizophrenia 
is a good place to start from, however, it is 
also a poor place to end. In our work it 
soon became clear that chronic schizo- 
phrenics were more like each other than 
they were like the people who were able 
to regain places in the community after 
relatively short periods of hospitalization. 
We began very early in our work to search 
for ways in which the chronic and the re- 
leased patients could be systematically com- 
pared. Among the factors that differenti- 
ated the two groups, we discovered more 
frequently among the chronic patients: 
psychotic or schizoid pathology in the 
mothering person, symbiotic attachment 
between this parent and the child, no 
separation from the pathogenic family, and 
fewer social or sexual relationships with 
peers. Dr. Gail Gardner! has also differ- 
entiated the backgrounds of male and fe- 
male schizophrenics in the two groups, 
finding in the records of pre-schizophrenic 
girls more severe disturbances in the family 
relationships and more psychopathology in 
the mothers. It now seems to us that the 
broad spectrum of schizophrenics can be 
usefully differentiated into chronic and re- 
leased groups, with males and females in 
each group considered in terms of special 
pressures toward schizophrenia that may 
affect them differently. 

The conception of schizophrenia we are 
Working with is thus an empirical, opera- 
tional one. On a more theoretical level, 
we now consider chronic schizophrenia to 
be a radical failure in active mastery of 
general developmental tasks, with the in- 
fluences toward failure apparent both in 
individual children and in their environ- 
ments. The schizophrenics in the released 
group have been more active, more re- 
bellious, more deviant in many ways, and 
often more depressed and stormy than the 
chronic schizophrenics. Our conception of 
schizophrenia, after some five years of re- 
search, is much like that of Lidz and Fleck. 
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We would add to their description the 
idea, emphasized by Ronald Laing? that 
schizophrenic behavior and schizophrenic 
feeling states, in any person, become intel- 
ligible to the extent that we can under- 
stand the person's development in his par- 
ticular family. We also hold, with Sullivan; 
that schizophrenics have faced the same 
developmental tasks and crises as the rest 
of us. Differences between schizophrenic 
histories and those of others are subtle mat- 
ters of degree rather than gross contrasts. 


Aims and Methods 


Our work has aimed toward two main 
objectives: first, to reconstruct the life his- 
tories of schizophrenic adults, using child 
guidance clinic files, mental hospital rec- 
ords, and any other available materials, 
and, second, to make systematic compari- 
sons between the pre-schizophrenic his- 
tories and those of other groups, also seen 
as children at the guidance clinic but later 
hospitalized for alcoholism, character dis- 
orders, or depression, or known to be func- 
tioning well in adult life. 

Our method of study has been to locate, 
with the help of a co-operative state de- 
partment of mental health, all of the chil- 
dren ever known to the clinic (among some 
15,000 seen since it opened almost fifty years 
ago) who have now reached adulthood and 
who have been hospitalized in Massachu- 
setts and given some definite diagnosis. 
We found roughly 185 schizophrenics, over 
100 patients with character disorders, 75 
alcoholics, and 25 depressive or manic- 
depressive patients.* Potential controls 
matched to these samples on the basis of 
age, ethnic background, social class, era 
seen at the center, 1.Q., and, when possible, 


* The exact number in each category varies with 
the criteria used for classification. The large num- 
ber of patients who had several diagnoses, only one 
of which was schizophrenia, are not included in the 
schizophrenic group. 
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presenting symptoms were also selected 
from the Judge Baker case files and fol- 
lowed up. Those who met the minimal 
criteria of never having been hospitalized 
or jailed, holding steady jobs, and being 
married or self supporting were included 
in a socially adequate control group. (Of 
course, most of the controls were able to 
show more adequacy than these minimal 
criteria indicate.) 

Our current comparisons between the 
pre-schizophrenic patients, other disturbed 
groups, and the controls deal with several 
areas of the patient's life histories: 


(1) early physical symptoms and health 
histories, particularly indications of early 
neurologic deficits or anomolies, and early 
social development; 

(2) early psychiatric symptoms, both 
those of adult psychoses and the more dif- 
fuse patterns of childhood psychosis or 
early autism; 

(3) the parents’ personalities, the rela- 
tionship between the parents, and the mi- 
lieu these create for the developing child; 

(4) the general kinds of feelings the child 
reports in his therapy hours, focusing par- 
ticularly on the negative feelings of anxi- 
ety, vulnerability, depression, hostility, and 
uncanny experiences such as depersonali- 
zation and estrangement, as well as the 
specific affects the child reports toward his 
mother, his father, and his siblings; and 

(5) events that may have influenced the 
child toward, or away from, the develop- 
Ment of schizophrenia, with particular 
focus on early illness and trauma, separa- 
tion from the family, and the possible in- 
fluence of psychotherapy. 


Other areas in which exploratory studies 
are now being carried out are the adjust- 
ment patterns of released schizophrenic pa- 
tients subsequent to their move back into 
the community, interview studies with 
chronic schizophrenic patients and their 
families, and studies of the prognostic sig- 


nificance of various types of early acting- 
out behaviors. 

Our experience with these methods in- 
dicates both advantages and disadvantages. 
Though the study of case files is dusty and 
at times seemingly remote from the human 
warmth and immediacy of clinical work, 
the methods have produced enough results 
to make us confident that they have some 
value. 

The main disadvantage of the method is 
that we work with data gathered by many 
people, differing in training, in interests, 
in what they record, and in how well they 
record it. They do not always agree. (One 
boy, who later made a minimal social ad- 
justment after several hospitalizations, was 
described by a diagnostic psychiatrist of 
the 1920's as “a typical street urchin” and 
by his therapist as a lively, pleasant boy 
with striking loyalty to his parents.) Since 
the material was not gathered with research 
in mind, there was no fixed set of topics 
consistently covered, and gaps often appear 
where we most want information. For in- 
stance, we often know how the child's 
school career is viewed by the parents but 
seldom know how it is viewed by the 
school; and, when we do know the school's 
point of view, we find occasional discrep- 
ancies. Since most of the pre-schizophrenic 
children were referred to the center in 
adolescence, many records lack crucial data 
about early childhood. 

We have tried to deal with the problem 
of distance from the cases by requiring 
candidates for the research staff to have 
experience in clinical work with children. 
We hope this will help them see through 
the record and back to the child. We are 
also interviewing patients and their fami- 
lies when possible, both to close the gaps 
in our knowledge of their adult histories 
and to increase our personal contact with 
them. 

The advantages of the method, we be- 
lieve, overbalance its weaknesses. The rec- 
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ords are much more complete than mental 
hospital records, since the clinic has always 
been oriented to understanding the child 
in the context of his family and his com- 
munity, and the social workers have been 
skilled and conscientious about inquiring 
for as much developmental history as the 
mother or father could produce. The rec- 
ords were gathered prior to hospitalization 
and the diagnosis of schizophrenia. They 
are usually free from the distortions intro- 
duced into hospital records by the disori- 
entation, confusion, and worries about hos- 
pitalization of the patient, and by the 
efforts of the families to explain away the 
illness or to cope with their own anxieties 
and guilt about separation from the pa- 
tient or involvement in his hospitalization. 
Often the records contain material from 
courts, probation officers, and other social 
agencies, so that it is possible to compare 
the perspectives on the child gathered by 
several different observers and to construct 
a reasonably coherent picture based on all 
of them. The clinic record often says 
much more about the child's strengths and 
successes than hospital records, with their 
emphasis on the history of the illness and 
the emergence of symptoms. The gaps in 
the material are partially compensated by 
the large number of cases we are able to 
study. And, most important, a very sub- 
stantial proportion of the records contain 
material central to the lives of these chil- 
dren, as reported by them in therapy, and 
as reported by the parents who are con- 
cerned about them. We have enough in- 
formation to make quite reliable indepen- 
dent judgments about a wide range of 
issues. 


Current Results 


A brief review of our observations so far 
will indicate what we are finding and pro- 
vide a basis for the later speculations in 
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this paper regarding the roles of symbiosis 
and sacrifice in the life histories of schizo- 
phrenics. These findings are based on only 
the first samples of schizophrenics studied 
and some of their differences from other 
groups. They will probably be revised 
considerably later, as additional data are 
analyzed and the full records of males and 
females who were ultimately chronic or 
who were released are compared with each - 
other. We will limit this report, however, 
to general differences between the develop- 
mental histories of pre-schizophrenics and 
controls, together with some comparisons d 
between the groups apparent at the time 
they were seen at the clinic, usually in ado- 
lescence. We will then turn back to their 
families in an effort to show how the con- 
texts in which the schizophrenic adults de- 
veloped relate to their adolescent and 
adult characteristics. 


Early histories 


Material on the pregnancy and birth of 
the child was available in the files of 155 
of the first 100 schizophrenics and 100 con- 
trols studied. Although the adequacy of 
this material is subject to question, since 
it is based on the mother's recall of events 
that generally took place from eight to 17 
years before the child came to the clinic, 
it is sufficient to suggest that the special | 
features of the schizophrenic life history - 
begin even before birth. 

We noted two characteristics that differ- 
entiated the preschizophrenics from con- 
trols; traumatic pregnancies, and symbolic | 
distortion in the mother's perception of 
the child. Traumatic pregnancies included... 
crisis levels of mental disorder in the 
mother during pregnancy or immediately 
following the birth of the child, extreme 
disruption in family life at the time of the 
pregnancy, serious physical illness in the 
mother, and illegitimacy, Symbolic dis- 


tortions included obsessive fear that the 
child would not survive delivery, inability 
-. to identify the child as one's own, and per- 
ception of the child as either unrealisti- 
- cally perfect and ideal (a prize baby, a per- 
fect child, clean from birth, and so on) or 
as unrealistically bad (bad blood, a mon- 
ster, cold and unresponsive, etc). Espe- 
cially striking, and frequent, were reports 
of chronic illness dating from the birth of 
this particular child, or of family misfor- 
tunes that began with his birth. Less than 
5 per cent of the infants in either group, 
however, were perceived as cold or unre- 
sponsive in infancy, and symbolic overesti- 
mation of the infant was more frequent 
than unrealistic derogation or rejection. 
This finding suggests that Bender's5 in- 
ferences about the early characteristics of 
childhood schizophrenics can not be ex- 
tended to the early histories of most adult 
schizophrenics. 

For 50 of the pre-schizophrenic children 
and their controls, observations have been 
gathered on the health history of the child, 
early unusual behavior, the acquisition of 
speech, motor development, sleep and eat- 
ing patterns, toilet training, and early types 
of "traumatic events": surgery, acute ill- 
nes, chronic physical disability, experi- 
ences of seduction and violence, extreme 
neglect, deaths in the family, serious ill- 
nesses in family members, and other experi- 
ences of loss. In general, none of these 
areas have shown significant differences be- 
tween the pre-schizophrenic group and the 
controls, perhaps due as much to inade- 
quacies in our data as to real similarities 
in developmental histories. 

There are some areas, however, in which 
developmental histories of the pre-schizo- 
Phrenic children and the children who later 
showed normal patterns diverged. Evi- 
dence of slow motor development, poor 
co-ordination, unusual gait, tremor, hy- 
" -Peractive reflexes, and other symptoms sug- 
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gesting neurologic impairment occurred in 
nearly 20 per cent of the pre-schizophrenic 
records, as compared to about 10 per cent 
of the controls. Since no relevant informa- 
tion in these areas was present in many of 
the records, these proportions probably un- 
derestimate the actual frequencies of neu- 
rologic deficit in both groups. With the 
caveat that the inherent limitations in 
these data make them only suggestive for 
the kinds of results that might be found in 
more direct observations, such as those 
Mednick (page 522) is currently conducting, 
they do indicate that neurologic impair- 
ment might be found in from 15 to 30 per 
cent of pre-schizophrenic children. 

The sources of this impairment are not 
apparent in our materials, The usual types 
of neurologic trauma, such as concussion, 
birth injuries, early illnesses with high 
temperature, etc., are reported infrequently 
for both groups. To the extent that they 
do occur, all except possible birth injuries 
are more frequent in the control group. 
Self-reported symptoms associated with 
traumatic neurologic disorder, such as 
headaches, dizziness, fainting, and nausea, 
are also slightly more frequent in the con- 
trol group. 

In sum, these data suggest more frequent 
neurologic impairment in the pre-schizo- 
phrenic group, but with less evident ex- 
ternal or clearly traceable causation, than 
in the children who go on to more normal 
lives. 

The early speech patterns of the pre- 
schizophrenic children indicated that a 
substantial minority (about 25 per cent) 
showed late development of speech. The 
same proportion showed speech defects 
such as stammering, speaking in mono- 
syllables, indistinct speech or occasional 
incoherence, and perseveration, ‘This fre- 
quency compares to less than 10 per cent 
of the controls who showed similar speech 
problems. Other preschizophrenic chil- 
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dren were reported to have driven, over- 
talkative patterns of speech, with repeti- 
tious use of certain phrases. Others talked 
to things, but not to persons, sounded 
“strange,” or talked to themselves. 

Sleep and eating patterns were also dis- 
rupted in many children, but our data on 
this point indicate no reliable patterns of 
early difference between the pre-schizo- 
phrenic children and the controls. 


Adolescence 


Since most of the pre-schizophrenic chil- 
dren were referred to the clinic in adoles- 
cence, direct observational data begin at 
this point for the majority. As compared 
with the control group, the first 50 pre- 
schizophrenics studied showed no differ- 
ences in height, weight, frequency of gross 
physical abnormalities, apparent maturity, 
attractiveness, or sex appropriateness in 
dress and manner. However, larger pro- 
portions of the pre-schizophrenic children 
did appear to be preoccupied, self-con- 
scious, embarrassed, insecure, tense, or wor- 
ried. More often than the controls, they 
reported feelings of overwhelming anxiety, 
vulnerability, defenselessness, isolation, and 
inability to communicate with others.5 
Twenty-six per cent of the pre-schizo- 
phrenic children were strange or unusual in 
appearance by the time they reached ado- 
lescence, as compared with only 12 per 
cent of the controls. 

The sleep disturbances apparent earlier 
had developed, by adolescence, into prob- 
lems of sleeplessness, going to bed very 
early and oversleeping (sometimes leading 
to reversals of night and day), and a variety 
of sleep disturbances, including restless 
sleep, nightmares, night fears, and sleep 
walking (34 per cent, as compared with 20 
per cent of the controls). These disturb- 
ances could be traced, in a few cases, to 
sleeping in the same bed with a parent, or 
to other conflicts with a parent over when 
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or where to sleep. Food fussiness or fads, 
complete refusal of food at certain times, 
eating alone, conflicts with parents over 
food, and aversive reactions to certain foods 
or eating with certain people also occurred 
in a few pre-schizophrenic adolescents and 
a still smaller number of controls. 

Few of the pre-schizophrenic children 
appeared to be strong or athletic, and 
about 40 per cent were observably weak or 
unathletic, as compared with only 16 per 
cent of the controls. Fewer pre-schizo- 
phrenics, and particularly fewer of those 
who were later chronic schizophrenics, had. 
developed an active social life or had acted | 
out in delinquent ways. Among the schizo- 
phrenics, those who had been less isolated, 
who had engaged in antisocial activity, and 
who had had heterosexual or homosexual 
involvements with others were less likely to 
fall into the chronic group in later years. 

We are not able to say how many of these 
children manifested signs of psychosis in; 
early years, before they were seen at the 
guidance center. By the time they were 
seen at the center, about 40 per cent of 
those who were later chronic and 15 per 
cent of those who were later released were 
showing one or more classic indicators of 
adult schizophrenia. Few showed devel- 
oped syndromes of psychotic thought and 
behavior, however; and it would be hard to 
regard the majority of these children as. 
already schizophrenic, (Judges reading the 
Tecords blind and trying to differentiate 
those who were later schizophrenic from 
the controls and other pathological groups 
have varied from 58 per cent to 70 per cent 
in accuracy, indicating that the records can 
be distinguished at better than chance lev- 
els, but the discriminations are far from 
perfect.) Often the disturbances in the 
parents were far more obvious and extreme 
than those in the child. 

One of the main emphases in our work, L 
therefore, has been the study of parents, 
their relationships with each other, and 
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* the milieu they create for the growing 
child. Comparing the first 100 schizo- 
phrenics we studied, 55 of whom were re- 
leased and 45 chronic, with the first 100 
controls; we found that the proportion 
of overtly psychotic, schizoid, and border- 
line psychotic character-disordered mothers 

“was highest for the chronic schizophrenics 
(48 per cent) and lower for the released 
schizophrenics (13 per cent) and controls 
(16 per cent). The most frequent type of 
relationship found between the parents of 
the children who were later chronic schizo- 

»phrenics was a cold, distant, uninvolved 
sort of living in the same locality without 
living together that we have called emo- 
tional divorce or extreme schism (27 per 
cent, as compared with 13 per cent of the 
families of released patients and $ per cent 
of the control families). Cold, demanding, 
compulsive mothers, the “schizophrenic” 
Stereotype of the clinical literature, oc- 

^ curred in every group, but more frequently 

in the released and control groups than in 

the chronic schizophrenics.” 8 
ihe most striking finding, however, con- 

cerned the environments these parents cre- 

ated for their children. The largest group 
of chronic schizophrenic patients (38 per 
cent) grew up in an atmosphere of symbi- 
otic union with a disturbed parent, who 

Was usually emotionally divorced from the 

Spouse. The largest group of released pa- 

tients, on the other hand, came from fami- 

lies in which a peculiar pattern we called 
family sacrifice seemed the main influence 
9n the child's development. Thirty-two per 
cent of the released schizophrenics came 
from families in which this sort of sacrifice 

Was evident, in contrast to only 17 per cent 

of the chronic patients and 12 per cent of 

the controls. Whereas none of the environ- 
ments of the pre-schizophrenic children 

could be considered to contain only mild 

, distorting effects on the child, almost half 
(43 per cent) of the environments of the 
Control children could be so classified. 


Symbiosis and Sacrifice 

We should like to expand on the mean- 
ings we have given to symbiosis and to fam- 
ily sacrifice in these studies for a moment, 
and then go on to speculate about why they 
seemed to have such strong effects on the 
children subjected to their influences. 

Our criteria for symbiotic union, in- 
itially developed on the basis of the clinical 
literature and study of the first 28 cases, 
and then systematized and used in an in- 
struction manual for independent judges 
studying later cases, were as follows: 


Symbiotic Union: A parent and the child form 
an inseparable unit, prolonged over a long period 
beyond the usual end of symbiosis. The child is 
not considered a separate person and boundaries 
between the parent and child are not recognized. 
The parent may therefore bathe the child well into 
adolescence, be so intrusive as to deny the child any 
privacy in action or thought, and be impervious to 
any desires that the child expresses in his own 
right. The child is expected to comply to parental 
distortions of the environment, physical restraint, 
and social isolation. Incestuous elements, both 
heterosexual and homosexual, grow out of attempts 
to substitute the child for the spouse or to offer the 
child to the spouse as a substitute for the symbiotic 
parent. The child must remain functionally help- 
less, have no other close relationship, and not at- 
tempt to escape. The record contains no evidence 
that the child has ever been permitted outside the 
walls of the home to visit relatives or friends or has 
ever attended overnight camp. These families live 
isolated from the community although on the sur- 
face they go about the daily tasks of homemaking 
reasonably adequately. They are found in all social 


classes. 


The criteria for family sacrifice, devel- 
oped in the same way, were: 

At some point in his development the child 
comes to be openly considered as an outsider, a 
threat to the relationship between the parents, or 
to the sanity or physical health of one or both of 
them. The child may be adopted, illegitimate, 
the child of an unhappy first marriage threatening 
the stability of the second, or the felt rival of the 
dependent parent in an underadequate-overade- 
quate pair. The child is openly rejected, dis- 
trusted, and invited or forced to leave the home. 
Usually the break comes in adolescence and is re- 
lated to sexual maturation and autonomous striv- 
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ings but in a few extreme cases it comes in the 
late Oedipal period, between five and eight. The 
conditions that prevail in the family prior to the 
sacrifice vary. The adoption of the child may have 
represented an attempt to preserve a shaky mar- 
tiage or to symbolize the normality of the family 
unit. His rejection may be a belated recognition 
that the problem remained unsolved. If the rela- 
tionship with the parent verged on symbiosis, the 
rejection may be an ambivalent “double bind” type 
of injunction to the child to validate the symbiosis 
by trying out his independence and failing in the 
attempt. If the child does in fact move out of the 
family field of influence the situation may be con- 
sidered to be at an end, since the double bind no 
longer operates if the child is able to leave the 
field. These families are most frequently found 
in the middle and upper classes, with fathers who 
are functioning professionals and business men. 


It is clear that we are not dealing with 
clear-cut, mutually exclusive categories, 
since symbiosis is most frequent in early 
childhood, family sacrifice is most frequent 
in adolescence, and both may influence the 
development of the growing child in se- 
quence. But the two environments can 
be differentiated in the history of any par- 
ticular child, and it is possible to make 
quite reliable judgments as to which is 
predominant in the life of any child. Since 
symbiosis seems related to eventual chron- 
icity and family sacrifice seems similarly 
related to schizophrenic episodes and re- 
lease from hospitalization, the distinction 
has implications for both practice and 
theory. 

Why is symbiosis, prolonged beyond its 
normal terminus, so crippling? At this 
point we can only give impressions, al- 
though our materials, as they are analyzed, 
will provide more definite answers, Per- 
haps the best way to approach the problem 
is by showing how some symptoms of adult 
schizophrenia seem to be related to various 
characteristics of symbiosis, 

First, the generalized helplessness, apa- 
thy, and low level of initiative in schizo- 
phrenics, their willingness to accept the 
deadness of institutional routine, and their 
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resistance to therapeutic efforts to enliven 
their milieu, although not often listed as 
primary characteristics of schizophrenia, 
seem to us the most pervasive qualities one 
sees in the hospital population. We think 
they are directly traceable to the experi- 
ence that the child in a symbiotic union 
has whenever he attempts independent ac 
tion. The normal ego is formed through 

a long series of action experiments, in 
which the child tries out the fit between 
his needs and fantasies, on the one hand, 
and the world of outer reality, on the 
other.? The symbiotic pre-schizophrenic" 
child is largely denied this kind of experi- 
mentation, since it necessarily points toward 
independence, development of social re- 
lationships, and dissolution of the sym- 
biosis. 

The clinic records contain many accounts 
of defeated efforts toward autonomy and 
initiative—the child who begs to go to | 
school alone being escorted, the child who 
asked to be allowed out for fresh air being 
sent out in a hired car, the child who wants 
to see her therapist having to fight with 
her mother and grandmother to go. Many 
of these children show the effects of never 
having been allowed a childhood in their 
precocious show of a pseudo-mature good- 
ness, sincerity, compliance with adult de- 
mands, and lack of spontaneous, childish ( 
zest. For instance, the preschizophrenic 4 
boys are much more likely than the con- 
trols to describe their mothers as kind and 
good. But in childhood many of these chil- 
dren are still struggling, are enormously 
grateful for help in dissolving the symbi- 
otic tie, and may therefore be much more 
open to treatment in this period than later, 
after they have made a generally defeated 
accommodation to life. 

A second major characteristic in adult 
schizophrenics is their fear of domination, 
manipulation, and intrusion into their B 
ner worlds. We find precursors of this in 
the intrusiveness of the symbiotic parent. 


> 


‘early environment. 


$ Symbiosis, sacrifice, and. schizophrenia 


“The normal child soon finds that he can 


sleep alone, go to the bathroom. alone, 


. write his private thoughts in a diary with- 


out having his parents read it, guard the 
privacy of his thoughts by an occasional 
protective lie, and have his own friends 
and his own life at school or, later, at 
work, Not so the child in a symbiotic tie. 
The symbiotic parent experiences no ego 
boundaries between child and self, and 
hence the child may be accompanied to the 
bathroom, taken into the parent's bed well 
into late childhood or adolescence, pun- 
ished for what he writes in his dairy, and 


forced to give up friends of his own choos- 
‘ing and accept those picked by the parent. 


The later “delusions” of reference or of in- 
fluence by external powers, the fear of 
having people read his thoughts, the pas- 
sionate defense of the integrity of his secret 
world of fantasy—all seem to reflect this 
Withdrawal, distrust, 
and reserve are quite reasonable protective 
Tesponses to the helpless exposure and vul- 
nerability the child feels when his privacy 
is consistently violated. And delusions of 
omniscience are a simple reversal of the 
Toles of parent and child, since in the 
Child's early life the parent has been as 
close to omniscience, with this particular 
child, as possible. 

A third aspect of the adult schizophrenic, 
his distrust of his own experience, his ten- 
dency to ignore the effects of his own ac 
tions and the evidence of his own senses, 
is related to the lack of any world of his 
Own. Our records describe many episodes 
in which the parent's perceptions are sub- 
Stituted for those of the child—he is not 
really interested in playing in a jazz band 
or in the undignified little girl next door, 
doesn’t really want to go away to camp, 
to associate with that gang, or to continue 
in therapy. And since the parent who 
needs a symbiotic tie with the child is 
usually prone to many distortions of the 
environment, the child is denied his own 
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realistic perceptions and forced to sub- 
stitute irrational perceptions for them, 
The child caught in this type of relation- 
ship understandably grows up mystified, 
confused, and unable to test out reality 
to find his directions. Since the parent 
is also likely to be confused and helpless, 
the child may, in adolescence, impose his 
irrational demands and perceptions on the 
parent, occasionally dominating as much 
as he has been dominated, More fre- 
quently the child continues to be de- 
pendent. 

One such girl tearfully confessed to her 
therapist that some sailors had talked to 
her on the streetcar, that afterward the 
phrases "bell bottom trousers" and “ball 
bottom trousers’ had been running 
through her mind so that she couldn't 
think of anything else, and that she des- 
perately needed to talk to someone about 
these things. The girl's mother (earlier 
diagnosed, in her hospitalization, as à 
paranoid schizophrenic) then indignantly 
informed the therapist that her daughter 
was a pure, sweet girl who didn't need to 
talk to anyone, and withdrew her from 
treatment. Now forty and a chronic pa- 
tient in a large state hospital back ward, 
the daughter has disguised her earlier con- 
cerns enough to disturb her mother no 
longer—they deal with "the water," "the 
dentist,” and other symbolically distorted 
figures—but at the expense of further re- 
moving them from the world of everyday 
experience and communication. 

Most children are able to discuss their 
perceptions and ideas with teachers, other 
adults, and peers, to check whether what 
they see and believe meets the test of con- 
sensual validation. The child in a sym- 
biotic tie, in contrast, is cut off from so- 
cial contacts and learns from the parents’ 
mistrust that he should not trust the views 
of others. Of many examples in our files 
two stand out in our minds—a mother who 
taught her daughter a fake story of having 
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been raped by strangers to cover an in- 
cestuous pregnancy and then made her 
retract her claim, in confusion, after the 
police had carefully pieced the true story 
together, and a father who systematically 
lied to his son and then derided his gulli- 
bility for believing him, so that the boy 
eventually distrusted anything told him 
by any man. Is it surprising that both of 
these children were later paranoid? 

In sum, the child in a symbiotic rela- 
tionship learns that in order to adapt to 
the symbiosis he must not develop the in- 
dependence, initiative, trust in his own ex- 
perience, and capacity to test his ideas 
against those of others that would allow 
him to adapt to the world outside the 
symbiosis. The child who moves from the 
bosom of such a relationship to the en- 
capsulating world of the mental hospital 
has a very poor prognosis, primarily be- 
cause he has never had any chance for or- 
dinary social learning experiences. Our 
evidence so far, however, indicates that, 
when a talented, persistent therapist with 
a good hold on reality and some inde- 
pendence from the parents can reach the 
child early, he may make a significant dif- 
ference in the outcome. This seems to 
have been the fate of some of our control 
children. And if the child has ever been 
able to get out of the symbiosis into expe- 
riences with others, such as a summer 
camp, a residential school, or some other 
environment that allowed some develop- 
ment of normal living, the prognosis is 
similarly improved. 

Family sacrifice seems to develop when 
the parents have more of a relationship 
together than the emotional divorce that 
fosters symbiosis, but a relationship that 
is unbalanced and tenuous, so that the 
child's maturation can put it under severe 
strain. The parents are less often psy- 
chotic or schizoid, and one notes in these 
families more narcissistic self-preening, 
more organized masochistic and sadistic 
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interactions, and less social isolation, con- 
striction of personality, or emotional im- 
poverishment. Hostility between the par- 
ents and the child is more open. We read 
in these records that the child is stubborn, 
irritates the parents, is simply beyond 
them, and ought to be sent away (or, fre- 
quently, "put away") to jail or to a hos- 
pital. Unlike the children enveloped in 
symbiosis, who seldom revolt, or do so in 
weird murderous forms that suggest that 
separation feels like a life-or-death surgical 
operation, these children are often openly 
rebellious. Although actual interference 
with their social and sexual activities is 
much less extreme than in the symbiotic 
environments, they more often make open 
and vocal protests about the parents' in- 
terference. 

Rejection of the child, though it is often 
temporarily depressing to him or increases 
his already pronounced tendencies to 
strike out against the parents or against 
society, seems to have compensations. Re- 
jection and expulsion are at least primi- 
tive forms of recognition of the child as 
someone in his own right. The parent 
recognizes that he is not the whole world 
of the child, and the rejected child expe- 
riences himself as in at least some ways 
distinct from the parent. He may not yet 
experience himself as much of a person— 
more likely he will complain that he is 
just a burden to be dropped, a nut of 
some sort, or a handicap to the mother or 
father. But he is not an appendage or 
part of the parent. 

Another advantage accruing to the child 
from his rejection is the chance to form 
new relationships. One boy, rejected by 
a strikingly narcissistic mother who 
adopted him as an ornament to show off 
and then rejected him as he outgrew his 
willingness to fill this role, moved in with 
his high school coach. Others discover 
resources in foster homes, schools, camps, 
and relationships with peers, sometimes 
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- finding a period of stealing, running away, 


or destructiveness a necessary part of de- 
veloping independence. In contrast to the 
flat, resigned apathy of the chronic pa- 
tients, these patients often express both 
a great deal of anger and a great deal of 
depression and self-punishment. They 
are able to show much more of themselves 
to other people and evoke more response 
from others. One sees in their lives a tre- 
mendous struggle to make a place for 
themselves and to maintain it. 

If space permitted, we could go into 
more detail about the varieties of rejection, 
the possibilities of stable symbiosis without 
schizophrenia, the other varieties of fam- 
ilies we have studied, and so on. We still 
know very little about schizophrenia, but 
we believe that studies of the life histories 
of schizophrenic men and women can help 
advance our understanding, our thera- 
peutic skills, and our chances for the early 
identification and eventual prevention of 
this pervasive disorder. 
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Families and schizophrenia | 


Doctor Felix, in his paper (page 493), men- 
tioned that among the areas of current in- 
terest and activity is basic research on 
family processes, that is, studies of family 
interaction, of relationships within the fam- 
ily, and of the association of these relation- 
ships with schizophrenia. In discussing 
work in this area, I will refer briefly to 
studies of other investigators but concen- 
trate on the research under way in my own 
laboratory. 

Over the past decade there has been what 
might be called a "new look" in the ways 
in which investigators have theorized about 
the problems and have begun to do re- 
search on families and schizophrenia. One 
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An experimental study - 


feature of this new look is that we have 
shifted attention away from the bad 
mother. Twenty years ago there was a 
great deal of concern with the schizophren- 
ogenic mother, or, as she was referred to 
in someone's felicitous phrase, the “smother 
mother.” This was the mother who could 
not let her child go, who dominated him 
and expressed hostility under the protec- 
tive cover of mother love. 

"Today, among the investigators who are 
concerned with family processes, very little 
attention is paid to this particular notion 
of the bad mother. This may not mean 
that there are no longer any bad mothers, 
but the evidence of the past 15 to 20 years 
of research has simply failed to implicate 
this particular style of mothering as a spe 
cific etiological factor in the development 
of schizophrenia. It turned out that there 
were such mothers who raised what ap- 
peared to be nonpathological children. 
When other forms of psychopathology were 
studied, similar patterns of mothering were 
also found. It has been difficult to find 
distinguishing features of the mothers of 
schizophrenic patients. In sum, there has 
been a lack of strong evidence in favor of 
this hypothesis, a hypothesis based on clini- 
cal observations and clinical experience. 


Families and schizophrenia 


T About ten years ago there began to 
erge another way of looking at the fam- 
y, another way of thinking about what 
tors in families might be involved that 
were important in the development of 
"schizophrenia. In focusing on the mother, 
there had been a neglect of other people 
in the family, and, more importantly, not 
enough consideration had been given to 
the family as a complex social system. 
"In brief, the family is a group that con- 
"tains fathers as well as mothers and other 
children as well as the child who is sick. 
"These people have a history of relation- 
‘ships with each other; the nature of their 
relationships is colored and guided by the 
‘subcultures in which they live and by their 
positions in society. Working-class Negro 
families are different from middle-class 
Jewish families; and they, in turn, are dif- 
nt from old Yankee families. These 
ferences have to do with the quality of 
family as an ongoing social system. 
They are not simply a function of one 
family member, such as the mother, whose 
characteristics can be understood by isolat- 
ing her from the family for study. 
One approach began with a view of the 
family as a collective unit—as a social sys- 
tem. We have become interested in trying 
"to develop concepts for describing families 
© Tather than individuals, and we have be- 
Come concerned with the methodologic 
Toblems of how to study families. We 
“know something about how to study indi- 
Viduals: one interviews them, or gives them 
‘questionnaires or personality tests. There 
dis a long tradition of work involved with 
dying and characterizing individuals. 
me people are more dominant than 
hers; some people are more aggressive 
than others; some people are more intelli- 
gent than others. There are a range of 
cepts concerning individuals and an 
borate collection of techniques and tests 
investigating these concepts. During 
last ten years, as investigators have 
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shifted the focus of attention away not 
only from the mother, but also from par- 
ticular individuals within the family toward 
the family as a social unit, new concepts 
and new methods for studying families as 
units have had to be developed. 

An important aspect of this new devel- 
opment is the attempt to move away from 
ideas of causation in which cause is located 
in one other person (whether the schizo- 
phrenogenic mother or any other individ- 
ual) and to try to think about causation as 
located in the network of relationships 
within which the person develops, grows, 
and is embedded. A complicated and sub- 
tle implication of this view is that the pa- 
tient himself, the schizophrenic child in 
such a family, also has some responsibility 
for what is going on. The patient is not 
simply an object manipulated by external 
forces; the patient deserves some credit for 
the situation, the sets of circumstances, in 
which he finds himself, This is another 
consequence of trying to think of the prob- 
lem of causation not in terms of finding 
one person to blame, to whom one assigns 
etiological potency, but in terms of under- 
standing a system of relationships for which 
all of the people in the family are respon- 
sible. 

Another important characteristic of the 
new look in theorizing about families and 
schizophrenia that further distinguishes it 
from earlier formulations is that attention 
has been shifted away from unconscious 
personality dynamics and conflicts to ob- 
servable patterns of interpersonal relation- 
ships. It is a shift from variables and 
dimensions that are difficult to define op- 
erationally and to study empirically to vari- 
ables that are more directly accessible to 
available techniques of scientific investiga- 
tion. We are now concerned not with the 
mother’s unconscious and ambivalent at- 
tachment to her mother that we infer is 
affecting her relationship to her child, but 
with how she and the child and the father 
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communicate with each other; with what 
they actually do with, to, and for each 
other; with the nature of their relationships 
as they are expressed in their behavior 
toward each other. 

Given this new emphasis on the family 
as a collective social unit, with a focus on 
interpersonal relationships as manifested in 
behavior, the question for the researcher is 
how to develop methods that are appropri- 
ate and efficient for the study of the phe- 
nomena that are being described. How 
can this complex segment of human social 
life, that is, people in a family interacting 
with each other, be brought under con- 
trolled scientific investigation? How can 
standardized techniques be developed so 
that different types of families may be 
studied in the same way? How can we de- 
velop measurement, coding, and analysis 
procedures that will permit us to compare 
different families with each other so that 
we will be in a position to evaluate and to 
test some of the newer hypotheses about 
families? 

What I've been reporting to you about 
this new trend is not in the realm of evi- 
dence or facts; it is in the realm of new 
hypotheses, new formulations, new ideas. 
These ideas come from clinical data, and 
from bits and pieces of unsystematic re- 
search and natural observation. We want 
to move from this level of unsystematic and 
fragmentary ideas and information into the 
laboratory. 

At this point in time we are more for- 
tunate than we were 20 or 15 or even 10 
Years ago, We do have methods for doing 
studies of social Broups; we do have tech- 
niques that can be applied for the sys- 
tematic, quantitative, scientific, objective 
study of such qualitative phenomena as 
the human family represents. I am not 

suggesting that we are able to capture 
through our methods all of the complex 
quality and the richness of human life. 
This is not the nature of scientific method, 
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but with it we do seize important elemen 
of the totality. And we can study them in 
such a way that we can at least assess and 
understand and evaluate what the findings 
mean and can begin to achieve a more gen: 
eral understanding of the less systematii 
Observations about families. 

In my laboratory, we are using a ted 
nique, invented by a sociologist nam 
Fred Strodtbeck about 15 years ago, calle 
the "Method of Revealed Differences.” 2 
This is a technique for producing discus- 
sion. Its essential features, and our way of] 
using it, are as follows: Individuals—i 
this instance members of a family—respond 
separately to an attitude questionnaire. It 
could be a questionnaire of any kind. We 
use a type of attitude or value inventory 
that asks people for their choices, their at- 
titudes, and their values on a wide range 
of issues and conflicts in daily life situa-| 
tions. The parents answer the question: 
naire, as does their child (on one occasio 
in our procedure it will be the schizo- 
phrenic patient, and on another occasion 
it will be his/her well sibling); the ques- 
tionnaire is then scored. We then report 
back to the members of the family, now 
seated together as a group, a question on 
Which they disagree; in other words, we 
reveal their difference to them. We say: 
"Here is a question on which the mother 
and the father said ‘Yes’ and the child said 
‘No.’ Would you talk together about this 
question, stating why you chose the answer 
you did, and try to arrive at a family deci- 
sion that best represents the thinking of 
the family?” 

We are not interested in the particular’ 
answers that family members give, but use 
this method only as a way to stimulate the 
family to talk together. In order to eval- 
uate current hypotheses and the new ideas 
about families, we need a sample of family 
interaction. There are many ways to get . 
such a sample. One could, for example. 
Observe a family at home. However, in 
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rder to secure interaction samples from 
many different types of families under 
standard and controlled conditions, and 
with the aim of recording these discussions, 
we have found it essential to bring the fam- 
ily into the laboratory. 

To illustrate the procedure and the type 
of material produced by families in these 
ituations, I will present a few fragments 
of a discussion between parents and their 
schizophrenic son. The question on which 


- they disagreed was: 


as her friends wear. 


- Son: 


The parents of a 14-year-old girl want to buy their 
daughter a new coat. The girl would like to pick 
out the coat herself to be sure it is in the same style 
Her parents want to get a 
more practical coat for her, one that will last for 
several seasons. Should the girl pick out the coat 
herself, or should the parents have the final word? 


On this item, the parents agreed with each 
other and said that the girl should pick out 
the coat herself; their 18-year-old schizo- 
phrenic son said that the parents should 
have the final word. 

There are several features of this family's 
discussion that are of particular interest 
since they have been referred to by a num- 
ber of investigators as peculiar to families 
of schizophrenic patients and thus may be 
of potential etiologic significance, For ex- 
ample, the mother or father asks the boy to 
respond or to express himself and then in- 
terrupts him or argues with him or finishes 
his statement for him, thus effectively pre- 
venting him from fully responding to the 
demand placed upon him. This is one form 
of double bind; it is a pattern of over- 
control linked with imperviousness.* The 
following sequence, abstracted from this 
family’s discussion, illustrates this pattern. 
The (S) notation indicates that at this point 
the father interrupted and talked along 
simultaneously with his son, finally finish- 
ing his thought for him. 

Father: , , , and you have to think of the other 
person too, 

All right. You say I'd (S) say I go out and 
buy a (Pause) 
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Father: (S) Y agree with you. (Pause) A beatnik 
suit. 

Son: A leath—uh. 

Father: A leather jacket. 


The mother's style of asking the boy to 
state his views and then immediately at- 
tacking them (further confusing the mean- 
ing of the interchange by her use of terms 
of endearment) is illustrated in the follow- 
ing excerpt: 

Mother: Oh, it was Johnny that disagreed so he 


has (S) . . . so you tell us. 

Father: Yeah. But ...that's right . . . yeah, tell 
us. 

Mother: You tell uh . . . you're the one who dis- 
agreed, Honey. 


Son: No, I believe that the style, most styles 


will be used a long time, Right? 
Mother: But they're not, Honey. 


This family also manifests a rigid and 
moralistic approach to the issues involved 
that, at the same time, provides a confusing 
guide to choice and action, For example, 
the father at various points in the discus- 
sion attempts to summarize the family's 
position by such statements as: “In other 
words, if the choice was good, you'd agree 
with the kid. You'd let him pick it out... 
But, if it was not good, it would then be 
the decision of the parents, and I agree 
with you.” Or, “I mean if... the kid 
should have her choice if it’s right. Right? 
... And if it isn't, then out the window.” 

An excerpt from a normal family’s dis- 

cussion provides some points of comparison 
and contrast. Parents and their 15-year- 
old daughter disagreed in their responses 
to the following questionnaire item: 
Mrs. Thomas is concerned about her 19-year-old 
son who, she feels, is always making plans that he 
does not carry out. For instance, he may decide in 
the evening to look for a job the next day, but 
when morning comes she cannot get him out of 
bed. Do you think Mrs. Thomas should try to 
pressure him or should she let him carry out his 
plans in his own way? 


Mother and father agreed that he should 
be allowed to carry out plans in his own 
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way; daughter said to pressure him. The 
following exchange took place at one point 
in their discussion. 


Daughter: (S) Y said . . . I said to pressure him 
because he must be immature to do 
that. That's the only reason. He must 
be immature and he has to be got . . . 
he has to have some kind (S) of guide 
because of that. 
(S) Well, you cannot pressurize him, but 
he's got to be pushed a little bit. 
Daughter: Well, that's (S) what pressure is—being 
pushed. 
(S) Well, I think that . . . well, it de- 
pends; now if you're referring to a job, 
someone that is through school, you 
know, you (S) you do give a little, a 
little pressure probably (S) but not to 
the point of ah throwing . . . 
Daughter: (S) Don't you think he should be pres- 
Sured? (S) Well look, if he's mature, 
he doesn't need a lot of pressure, right? 
(S) He needs a little but not a lot, 


Father: 


Mother: 


One of the more evident characteristics of 
this discussion is the high frequency of 
simultaneous comments and interruptions, 
noted by (S. At the same time, the con- 
versation is continuous and coherent; al- 
though the family members interrupt each 
Other, they maintain a fairly high level 
Of responsiveness to what is being said. 
The conversation Suggests a group engaged 
in a common problem, able to listen to 
each other, able to engage each other di- 
rectly without too much attention to the 
formal rules of politeness that might be 
appropriate among strangers, 

Having presented these fragments of 
discussions from two different families, I 

| wish to introduce a strong note of caution 
and an important qualification. I have 
not presented these €xcerpts and comments 
as evidence that the differences that could 
be observed are valid differences between 
families with schizophrenic children and 
families with normal children, 1 have pre- 
sented them only to indicate that there now 
exist ways by which we can collect syste- 
matic information on interaction in 
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families that will allow us to study s 
of the phenomena that have been obsery 


able attention in recent theoretical work. 
We've collected such discussions fro 
approximately 50 families, and are now 
working on analysis and interpretation of 
the findings. Each of the participating: 
families is seen twice: parents come once 
with their schizophrenic child and, on a 
second occasion, with the well sibling 9 
the patient. In the case of the norma 
control families included in the study, we 
have selected. families with two children, 
neither of whom is psychiatrically illi 
These families also go through the exper 
ment twice.? i 
Although we are not yet in a position to 
report findings, we can affirm the utility and _ 
effectiveness of these experimental methods) 
for collecting important and relevant in 
formation on family processes; famili : 
can be brought into laboratory situations 
in which it is possible to investigate what ^ 
is going on in the family in a controlled, 
systematic, and quantitative way. We are 
still unclear as to the etiologic significance. 
of particular processes, that is, the specifi 
qualities of interaction and forms of re- 
lationships that may be particular to, oi 
idiosyncratic for, schizophrenia; but we al. 
ready know that there are consistent and. 
reliable differences among the types of 
families we have been studying. ‘This has 
given us increased confidence in the value - 
of looking at the family as a social unit. 
and in our attempt to understand this unit | 
by observing its members in interaction. 
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It is a commonplace to say that, when a 
man's knowledge is not in order, the more 
of it he has, the greater will be his con- 
fusion. The psychiatrist of today has to 
be careful, for he cannot be in this posi- 
tion, Although he is in need of all the 
information he can receive from the basic 
sciences and all other disciplines that 
border on his specialty, he must try to 
keep it in order and seek ever to apply 
it; for there is still so much to be learned 
regarding man, his reactions, his behavior, 
and his illnesses. The need and demand 
for the psychiatrist’s clinical skills remain 
at a high level, and all signs point to even 
gteater demands. He dares not relax his 
efforts, The clinician would be derelict 
in his duty were he to fail to seek methods 
by which to apply to his clinical tasks some 
of the brilliant findings that the basic sci- 
ences have made available. 

Unfortunately, I cannot presume to tell 
you how to make the best use of this mass 
of knowledge in the practice of clinical 
Psychiatry. I have no easy formulas to 
offer, no ten easy lessons; but I can ex- 
amine with you some of the facets of 
present-day psychiatric research and postu- 
late some future directions and perhaps 
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by doing so encourage myself and others 
to view events not only within the frame- 
work of the individual sciences, but also 
from an enlarged intellectual perspective. 
“There is no enlargement,” said John 
Henry Newman, “unless there be a com- 
panion of ideas one with another as they 
come before the mind and a systematizing 
of them.” “A truly great intellect,” he 
continued, “is one which takes a connected 
view of old and new, past and present, far 
and near, and which has insight into the 
influence of all these, one on another; with- 
out which there is no whole, no centre. 
It possesses the knowledge, not only of 
things, but also of their mutual and true 
relations; knowledge, not merely considered 
as acquirement, but as philosophy." 
Viewed in this larger context, the theories 
and developments in the sciences that seem 
valid and exciting to us now may prove 
questionable and impractical later on; hy- 
potheses that cannot be substantiated now 
may eventually provide the clues we seek 
to the etiology of mental disorders and 
thus even delineate the guidelines for 
prevention. According to Henry David 
Thoreau, “No way of thinking or doing, 
however ancient, can be trusted without 
proof. What everybody echoes or in silence 
passes by as true today may turn out to be 
falsehood tomorrow, mere smoke of opin- 
ion.” 
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And so we find ourselves in the process of 
trying to build a foundation for a more 
complete understanding of man, and we 
look to the basic sciences for help. By 
adapting and modifying their methods and 
procedures, we can devise methods and pro- 
cedures of our own to help us find some 
explanation of how complex systems are 
associated with normal and abnormal be- 
havior. Applied to the problems of psy- 
chiatry, the valuable findings of the basic 
Sciences can render our approach to the 
care of the mentally ill more scientific and 
more effective. 

It was Albert Einstein who once said, 
"Why does this magnificent applied science 
which saves work and makes life easier 
bring us so little happiness? The simple 
answer runs: Because we have not yet 
learned to make sensible use of it" In- 
deed, herein lies the key to the application 
of the contributions of the basic sciences 
to psychiatry—to learn to make sensible 
use of them, difficult and complicated as 
this may be. “All things are difficult be- 
fore they are easy.” But difficulties should 
not be allowed to stand in the way of the 
progress. The trend is toward greater and 
greater accomplishment. 


Attempt the end, and never stand to doubt; 
Nothing’s so hard but search will find it out. 
—Robert Herrick 


A brief overview of the work in progress 
in various fields may help us to understand 
what is going on in the minds and in the 
laboratories of specialists in the sciences 
closely allied to psychiatry. 


Genetics 
We can begin with the geneticists, who 
are seeking the fundamental causes of per- 
sonality deviations. Ninety per cent of the 
detailed information on human genetics 
that is available now was not known ten 
years ago. The late Franz Kallmann, who 
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was one of the moving spirits in this highly 
active research field, noted that it is 
longer possible to relegate human heredity 
to the status of a mysterious force. He 
added that we now have sufficiently pene 
trating techniques for tracing psychopatho- 
logic conditions of hitherto unknown 
etiology to a molecular or chromosomal 
disarrangement in the genetic building 
blocks of the body. With means for ob 
taining such information about the role of 
the chromosome and its parts, psychiatry 
will finally have the satisfaction of deriv- 
ing full benefit from the multitude of con- 
tributions that genetics is able to make to 
its conceptual schemes and therapeutic pro- 
grams. Further, Kallmann observed that, 
with the knowledge of how to control 
the growth of a single human cell into 
colonies of any desired size, how to type à 
person's genetic sex as accurately as his 
blood group, or how to produce chromo- 
somal translocations by microsurgery at 
Will, entirely new approaches have been 
opened for exploring the etiology of psy- 
chiatric disorders in a pluridimensional 
frame. 

Kallmann spoke for many geneticists 
when he said that thorough investigations 
at the molecular and chromosomal levels 
of personality organization cannot fail to | 
enhance our understanding of the genetic 
aspects of variable health potentials of a 
wide spectrum of human behavior dis- 
orders. He pointed out also that, in plan- 
ning research at the family and population 
levels, neither human genetics in general 
nor mental health genetics in particular 
can afford to be an ivory tower science con- 
fined to the laboratory and restricted to 
theoretical deduction and impersonal extra- 
polation. "Through concerted action they 
form a science of genetics applied to people, 
to benefit people, and to be understood by 
people for their own good and that of their 
Progeny. 

Rainer has pointed out that genetic con- 
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cepts can be incorporated into clinical man- 
agement in a psychotherapeutic setting, 
can be effective in the areas of child psy- 
chiatry and advice on child rearing, and 
can, in general, contribute to the keener 
understanding of a patient within his fam- 
ily constellation. He says, "Working at the 
molecular, chemical, physiological, psycho- 
logical, and demographic levels, and weld- 
ing together psychodynamic and physio- 
dynamic considerations, genetics can be- 
come the finest vehicle for an integrated 
approach to psychopathology.” 

Work under way in genetics, it is ap- 
parent, has great relevance to psychiatry, 
and may give us practical help in the clini- 
cal area sooner than we expect. The 
demonstration that desoxyribonucleic acid 
(DNA) carries species information from one 
generation to the next and that ribonucleic 
acid (RNA) carries day-to-day information 
and, indeed, all of the data that memory 
stores, was reported by Babich and his 
co-workers, A similar experiment, with 
a similar result, was reported by Scandi- 
navian investigators in this past year, as 
were studies on animals that suggest that 
the administration of RNA in various forms 
influences the animal's ability to store 
and retrieve information, Also, articles 
appearing in 1965 recorded efforts to trans- 
ler information from one animal to an- 
other in the form of RNA extracted from 
the brains of animals trained in particular 
tests. The test of the transfer is either the 
Teappearance of the pattern of behavior in 
the host animal or the appearance in the 
host animal of a greatly accelerated capac- 
ity, in comparison with controls, to learn 
the pattern of extraction from the donor. 
The results of various lines of recent study 
afford strong evidence, therefore, that RNA 
May indeed constitute the substance for 
Storage of day-to-day information. The po- 
tentialities of this type of research are obvi- 
ously of great interest to the psychiatrist. 
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Psychophysiology 

The relatively new specialty of psycho- 
physiology, concerned with the study of 
behavior and its underlying psychologic 
and physiologic correlates, also seems to 
hold great promise for practical applica- 
tions in clinical psychiatry. Electrocar- 
diography, electroencephalography, blood 
pressure, gastrointestinal mobility, body 
temperature, bodily activity, and blood 
chemistry—all have been simultaneously 
observed and correlated with normal and 
abnormal behavior in living and fully con- 
scious animals—a remarkable step forward, 
made possible by technologic advances and 
instruments that only lately have appeared 
on the scene. One of the reasons for psy- 
chiatry's delay in scientific advance is that 
it has had no technology of its own, and 
that it is only recently that research work- 
ers in the basic sciences have become in- 
terested in its problems. 

It has long been hoped by the psycho- 
physiologists that, in addition to overt be- 
havioral deviations, covert physiologic de- 
viations might be found that would assist 
in categorizing, understanding, and treat 
ing the various kinds of mental illness. 
However, despite the biologic implica- 
tions of widespread psychiatric use of psy- 
choactive drugs, the search for clinical 
physiologic correlates of disturbed behavior 
has not been overly successful. Last year, 
however, detailed longitudinal studies of 
neurosis formation revealed that certain 
physiologic mechanisms utilized in the on- 
set and development of disturbed behavior 
are apparently unnecessary for sustaining 
such behavior. ‘This evidence gives us 
greater insight into this enigma; and, even- 
tually, parallels in human behavior may be 
revealed. 

By analogy, careful hospital study of a 
disturbed patient usually does not take 
place for some weeks, months, or years after 
the onset and development of the illness: 
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etiologic correlations of a physiologic na- 
ture, which initially might have been clearly 
evident, have conceivably undergone adap- 
tation, and are no longer apparent. Per- 
sistent and subtle biochemical variations 
may yet be detected, although the problem 
of sampling such changes against the con- 
text of adaptation of the whole organism 
is certainly a formidable task. 

Awareness of the dilemma this poses 
could understandably lead many investi- 
gators to a pessimistic point of view, but 
it is in projects such as this that the meth- 
ods of the experimenting scientist could be 
serviceable to the clinical investigator and 
practitioner. 

The research strategy of making many 
measurements on an individual subject 
over a long period of time has begun to 
yield unexpected, even startling, results. 
When the physiologic functioning of sub- 
jects is measured many times each day over 
a period of weeks, we find very consistent 
24-hour changes not dependent on eating 
or sleeping times, but on internal “biologic 
clocks.” This was the subject matter of 
the 1959 Salmon lectures by Dr. Curt P: 
Richter, which later appeared in the vol- 
ume Biologic Clocks in Medicine and Psy- 
chiatry. Other workers have suggested 
that these clocks play an important role in 
regulating the homeostatic mechanisms of 
the many organs in the body. On the basis 
of preliminary data, it has been reported 
that one pervasive correlate of disturbed 
behavior in monkeys is a deterioration of 
the ability of these clocks to keep accurate 
time. They tend to 8° more slowly or to 
lose time as behavior becomes increasingly 
disturbed. | However, when the adminis- 
tration of certain Psychoactive drugs is suc- 
cessful in reducing the disturbed behavior, 
a simultaneous improvement has been ob- 
served in the time being kept by a mon- 

key’s inner clock, 
Of course, no statement can yet be made 
about cause-and-effect relationships in this 
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association of disturbed behavior, 
and biologic clocks as physiologic 
lates. Nonetheless, the possibilities th 
Suggest themselves for human trials 
on similar methods stir the imaginati 
Perhaps they may even indicate opti 
times of day for the dosage of drugs. 


Pharmacology 


Pharmacology established a place in p 
chiatry just a decade ago, and produce 
major excitement as the so-called phre 


though they have helped immeasural 
with the relief of agitation and depre 
in many individuals, particularly those hi 
pitalized, we still do not understand exac 
how they work, and we still have a 
deal to learn about the effects of individ 
drugs under a variety of conditions. So 
of the preparations that aroused great 
terest ten years ago are still under carefi 
study, and one has the feeling that things 
are falling slowly into place and that we 
are ready now, as a result of technologic 
advances and the invention of new ap 
paratus, to study brain metabolism in a 
more sophisticated manner. 

About a dozen years ago, the influence of 
corticotropin and cortisone products am 
producing both euphoria and psychos 
aroused great interest. I was present as 
cortisone was discovered and did some ji 
the original work on mood changes in pa 
tients who received it. But little of lasting. 
value to psychiatric knowledge resulted | 
from these studies. Recently, several cases | 
Of addiction to cortisone have been re | 
ported. It is obvious that both of these 
products, corticotropin and cortisone, offer 
fertile fields for investigators in the basic 
sciences, working in collaboration with PSY- 
chiatrists toward the understanding of. 
mood changes in disturbed patients. 

A searching examination has recently 
been published on The Catecholamine Hy- 
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pothesis of Affective Disorders. A Review 
of Supporting Evidence, by Schildkraut. 
This writer concludes: “The Catechola- 
mine hypothesis of affective disorders pro- 
poses that some, if not all, depressions are 
associated with an absolute or relative de- 
crease in catecholamines, particularly nore- 
pinephrine available at central adrenergic 
receptor sites. Elation, conversely, may be 
associated with an excess of such amines.” 
It is this hypothesis that he reviews; and, 
though he can neither affirm nor reject it 
on the basis of data available, nevertheless 
he writes: “In our present state of knowl- 
edge the hypothesis is of considerable 
heuristic value, providing the investigator 
and the clinician with a frame of reference 
integrating much of our experience with 
those pharmacological agents which pro- 
duce alterations in human affective states.” 
The value of this research is also quite ap- 
parent. 

The discovery of, and work with, lysergic 
acid diethylamide (LSD) renewed pre- 
viously suspended studies on the psycho- 
tomimetic effects of mescaline. The final 
answers to the influence of these drugs have 
not been written; unfortunately, these 
drugs have become a cause for partisan 
quarrel because of their injudicious use in 
non-medical settings. Research upon them 
continues, and one can only hope that the 
results will be evaluated by capable and 
unemotional observers who have thorough 
knowledge of their dangerous potentiali- 
ties in borderline patients. 

Meanwhile, the introduction of psycho- 
tropic drugs has brought renewed interest 
in biochemical investigations and a series 
of collaborative efforts between biochem- 
ists and psychiatrists. Work on the stimu- 
lation of amine transport by epinephrine 
and norepinephrine continues. Several 
amines, some of which are normal consti- 
tuents of the body and others of which 
are employed in the treatment of mental 
illness, have been shown to be stimulated 
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in their uptake in both brain and heart 
by the catecholamines. Investigations of 
this phenomenon, including the ability of 
chlorpromazine to inhibit the stimulated 
uptake, are being conducted. 

In another study it has been shown that 
chlorpromazine is capable of modifying the 
adaptive enzymatic responses in the liver. 
Several enzymatic functions of the liver, 
which under ordinary conditions are found 
to reflect either the hormonal or nutritional 
state of the animal, have been shown to 
respond only sluggishly to hormonal or 
environmental stimuli when the animal is 
pretreated with chlorpromazine. Since the 
enzymatic state of the organism must ulti- 
mately have widespread effects on metabolic 
balance, this study may help in evaluating 
the belief that prolonged exposure to the 
tranquilizing drugs produces qualitative 
chemical changes that have positive con- 
sequences in the treatment of several forms 
of mental illness. 

Microchemists are investigating the 
chemical properties of very small areas of 
the central nervous system. Since it has 
been shown that the separate areas of the 
brain are characterized by different chemi- 
cal properties, a microchemical study is 
potentially capable of defining the chemical 
basis of the various regulatory areas of the 
brain. Study of the influence of drugs on 
the metabolic fate of several amino acids 
and their derivatives has been selected as 
one method to investigate the control cen- 
ters of the brain. This experimental phar- 
macologic approach, making use as it does 
of classic stimulants and depressants, could 
at some future time provide clues to the 
mechanisms of human addiction to these 
agents. It is also conceivable that this work 
might have some bearing on the chemical 
correlates of convulsive disorders and might 
lead to better understanding of the lesions 
that alter behavior in depression and other 
conditions. 

The implication here is that we are mov- 
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ing forward and the basic sciences have 
made it possible for the study of brain 
metabolism to proceed in a sophisticated 
fashion. It is interesting that the basic sci- 
ences have just begun to contribute to 
clinical psychiatry—more than 75 years 
after they became a major source of support 
to clinical medicine. We can say with 
justification that psychiatry is only in the 
process of "tooling up," through the tech- 
nical media just mentioned, for what will 
constitute marked advances in the physi- 
cal, chemical, and biologic aspects of its 
problems. 


Electroencephalography and Psychology 


In yet another area, electroencephalo- 
graphers, trying to fathom some of the un- 
derlying factors in disturbed adolescent 
behavior, are studying the incidence and 
possible significance of 6- and 14-second 
positive spiking in the electroencephalo- 
gram (EEG). Systematic study of EEG 
tracings has also helped to determine the 
comparative effect of treatment with vari- 
ous drugs in selected groups of patients, 

Perhaps some of the most remarkable 
Steps toward scientific accuracy are being 
taken in the behavioral sciences, particu- 
larly in psychology and the measurement 
of personality and intellect. The work 
of psychologists has provided reliable 
methods for the early detection of mental 
illness and has contributed to the under- 
standing of specific clinical problems. In- 
vestigations now in progress include the 
study of behavioral responses, stress reac- 
tions, disturbances in perception and learn- 
ing and in cognitive functioning, the effects 
of sensory deprivation, family interaction 
in mental illness and in mental health, and 
many others that offer hope of uncovering 
new knowledge of behavior that can be 
applied to clinical problems. With the 
help of statisticians and communications 
experts, attempts have been made to study 
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the nature of communications between} 
individuals, both normal and abnormal, 
Psychopathology is now seen by some as a 
disturbance of communicative behavior, | 
As Ruesch points out, therapeutic commu 
nication is an activity as old as human lan- 
guage, and it is only now being andi 


“REMS” 


Of great interest in a somewhat different 
area is the phenomenon called “REMS” | 
(rapid eye movement state), first recognized 
in the mid-fifties by Aserinsky and Kleit: 
man, who noted a regularly recurrent phe- 
nomenon in the midst of sleep, but distinct 
from it, which is highly associated with re 
call of vivid and detailed dream experi: 
ence. Dement and other investigators have 
since described this state, which has been 
characterized as the physiological accom: 
paniment of dreaming. Frederick Snyder 
has contended that "dreaming is the sub- i 
jective concomitant of a pervasive and dis- 
tinctive physiological state, a third biologi- 
cal mode of existence, of the same order, 
yet different, from sleep or waking.” 

Although the picture is not yet clear, the 
evidence suggests that REMS may have an 
adaptive function in human beings, It is 
too early, in general, to be certain of the 
clinical relevance of this phenomenon, but 
several important medical implications are | 
beginning to emerge. Hughlings Jackson 
once remarked that to understand the 
mechanisms of the dream is to understand 
psychoses; and there are some indications 
that the mechanism of the dream, now un 
der scrutiny in so-called sleep laboratories, 
Will furnish us with new and exciting 
knowledge of this state, which has inter- 
ested philosophers and scientists alike for 
ages. 


Therapy 


This brings us, in our overview, to à 
consideration of research in the various 
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therapies, an area in which it is apparent 
to all of us that our techniques need greater 
refinement. "There are so many variables 
in psychotherapy, and it is so difficult to 
eliminate subjective error, that the prob- 
lems here seem insurmountable. But ef- 
forts are in progress to analyze these vari- 
ables and find ways to make objective and 
systematic observations. We have taken 
only the first steps toward placing psycho- 
dynamics and psychotherapy on a more 
exact plane. From the example of the be- 
havioral sciences, we are learning to make 
greater use of controls in the study of ab- 
normal individuals. The value of re- 
corded interviews, sound films, and other 
devices is being explored widely. The 
content of interviews is under scrutiny, and 
the influence of the therapist's personality 
on his therapeutic activities is being care- 
fully weighed. Attempts are also being 
made to account for and measure the per- 
sonality changes that take place in the 
patient during treatment. 

From the basic sciences, psychiatry has 
learned many lessons. It has learned that 
the ability to measure quantitatively adds 
to objectivity; particularly is this true in 
the description of behavior. When de- 
scriptive criteria are established, psychia- 
trists will be better able to talk the same 
language and understand the exact mean- 
ing of each other's reports. Precision in 
description will make possible improved 
methods for evaluating therapy, such as 
the effects of drugs and the extent of im- 
provement. Thus, there is a need for psy- 
chiatrists to be able to communicate with 
each other, as well as with their patients. 
The use of controlled inquiry is essential 
also in group and family therapy, in which 
multiple interaction adds still another di- 
mension that requires study; and such 
study is proceeding. 

Another interesting field. of inquiry, in 
which investigation is already well under 
way, is psychosomatic medicine. This field, 
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emphasizing the interrelationship of psy- 
chodynamic and physiologic processes, calls 
into active play the techniques of two dif- 
ferent and independent sciences and thus 
points up once again the importance of 
collaboration among specialists in different 
disciplines. 


Hospital Research 


Some of the most rewarding research 
taking place at the moment is in the men- 
tal hospital. One has learned by now that 
the hospital community can be either psy- 
chotherapeutic or psychonoxious. The 
trend toward integration of the hospital 
with the community it serves and the use 
of the community as a major therapeutic 
tool is a remarkable change, as is the use 
of various alternatives to hospitalization. 
As the culture moves our clinical and hos- 
pital practice further into the community, 
new research frontiers will be needed: new 
methods of inquiry, experimentation, and 
communication will be required. 

This is particularly true with regard to 
the treatment of schizophrenia, an illness 
that accounts for the longest hospital stay 
and the greatest number of occupied hos- 
pital beds. Hollingshead has said: “When 
society is faced with an unsolved health 
problem as severe as schizophrenia, research 
is not only worthwhile, but necessary.” 
This need has been recognized and has led 
to studies of this disorder from many points 
of view. A recent Psychiatric Research 
Report, conceding that as yet there is no 
proof that schizophrenia is an organic dis- 
ease, expresses optimism about eventual 
scientific understanding and control of the 
disease: 


If the predisposition to this disease can be es- 
tablished as a function of the degree of a geneti- 
cally determined metabolic defect, such as one in- 
volving catecholamines, then definitive control can 
become available through a number of possible 
channels. Genetic control, though conceivable, is 
highly unlikely. Direct attack on the metabolic 
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defect is most promising. The use of drugs, already 
valuable as “tranquilizing” and “anti-psychotic” 
and “anti-depressive,” bids fair to succeed in block- 
ing the abnormal metabolic pathways or unblocking 
the normal ones or neutralizing and controlling in 
some other way the basic biochemical disorder in 
the brain, Dietary control may even become possi- 
ble, perhaps in a preventive manner, and precipi- 
tating situations may be more clearly understood 
and avoided. It is not too optimistic to envisage 
the coming decade as the dawn of a new era in 
which schizophrenia and the schizoid disorders, 
and their consequences, will no longer be one of 
the greatest scourges of man’s mental health. 


Friedhoff and Van Winkel have reported 
the identification of an atypical amine in 
urine obtained from schizophrenic patients 
that was not found in normal individuals. 
Radioisotope studies have indicated that 
the compound is enzymatically formed, and 
not of exogenous origin. These studies, and 
studies in other laboratories, suggest that 
there may be a defect in biological trans- 
methylation associated with schizophrenia. 
However, mindful of the difficulties which 
have arisen in the somewhat tortured his- 
tory of the investigations of biologic fac- 
tors in Schizophrenia, Friedhoff and Van 
Winkel are cautious in interpreting their 
findings, and will say only that their results 
are provocative "but that the possible role 
of abnormal O methylation in the genesis 
of schizophrenia is not yet known." 

Social Psychiatry 

The path that is perhaps the least 
charted is social psychiatry. The study of 
man as a social being, however, is now 
receiving increasing emphasis, beginning 
with experiments in the social aspects of 
hospital culture and extending to the in- 
vestigation of community relationships. 
The changing character of our social struc- 
ture requires of the individual citizen a 
great capacity for adaptation. Environ- 
mental pressures can affect mental well- 
being as standards of living are revised or 
economic security is threatened. Popula- 
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tions shift from urban to rural to suburban 
living over and over again, and in the wake 
of these shifts come many problems related 
to mental health and illness. 

Sociocultural studies are in progress, but 
more are needed. Further evaluation should 
be made, e.g., of the special influence on 
mental health of life in economically de- 
pressed areas. Relationships between schiz- 
ophrenia, its treatment, and various socio- 
economic levels have been described in 
recent research, but the data are far from 
complete. Cross-cultural studies have ana- 
lyzed the differences among various cultures 
and examined the impact these differences 
have on mental health. Epidemiologists 
continue their studies to determine the in- 
cidence of mental disease in specific seg- 
ments of the population, always with the 
hope of eventual prevention of these ill- 
nesses. : 

The inner relationship between social 
Structure and mental illness, as outlined by 
Redlich and Hollingshead a decade ago, 
gave everyone food for thought. It was 
evident that thousands of people in the 
blue-collar class and those culturally de- 
prived who became mentally ill were not 
getting help locally, but rather were being 
shipped off to state hospitals The new 
directions, outlined in the White House 
Conference on Health last fall, indicate 
that it is the intent of the U.S. Public 
Health Service to see that the best of treat- 
ment will be offered to all people in ac- 
cordance with their needs. Even a slight 
effort toward this end will require new 
methods of brief therapy and group, as well 
as somatic, therapies, for most of the cul- 
turally deprived cannot benefit from deep 
dynamic psychotherapy. 

Every possible help will have to be sought 
from the basic sciences and from every pos- 
sible source, but the psychiatrist cannot 
wait until all of his therapeutic methods 
are verified and declared scientific. The 
Pressure to alleviate distress is upon the 
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dinician, and it seems likely that the situ- 
ation will soon become worse. Empirical 
treatment that will result in therapeutic 
success will be in demand. In his book on 
biological and social psychiatry, Gregory 
expressed it in this way: "The various forms 
of psychotherapy and the somatic treat- 
ment used in psychiatry are equally em- 
pirical methods of helping patients and 
their apparent success or failure does not 
indicate whether the maladaption was in- 
itially set in motion by a gene-controlled 
error in metabolism or by unfortunate bio- 
logical or social experiences in the devel- 
oping organism.” 

Remember, too, that from empirical 
treatment come many theories that can. be 
investigated later under controlled condi- 
tions. The clinician is in an excellent posi- 
tion to observe the manifestations of men- 
tal disorders and contribute to the progress 
of research by feeding his material to the 
researcher. Collaborative programs can be 
designed. Researcher and psychiatrist to- 
gether can set up standards for accurate, 
Systematic, and scientific work on many 
aspects of patient care that may lead them 
to the discovery of useful information and, 
at the same time, improve the quality of 
that care. 

Often the psychiatrist is motivated to 
Participate in research because of the needs 
of his patient; perhaps he encounters a 
Special problem in treatment. Although 
he may approach this problem after the 
Manner of the basic sciences, he goes be- 
yond simply mimicking their ways. Since 
he is searching for the specific answer to 
an immediate problem, he devises new 
Methods and seeks more accurate tech- 
niques to solve that problem, adding his 
Own resources of imagination and experi- 
ence to what is already known. As Francis 
Gerty observed, “There is no doubt in my 
mind that the clinician who remains flexi- 
ble, revising his theories and improving his 
Methods, as he finds ways to modify the 
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patient's suffering, serves the interests of 
the patient and the interests of research at 
the same time.” 


Role of Electronics 


This discussion would not be complete 
without special mention of the expanding 
role of electronic methods in clinical psy- 
chiatry. Speedy recording and measuring 
of clinical data, codifying of symptoms, and 
rapid collection and analysis of behavioral 
observations contribute to improved pro- 
cedures in many areas; but, in particular, 
they serve to bring the clinician prompt 
and useful information about his patient's 
condition and behavior. The rapid evalu- 
ation of psychopharmacologic agents may 
make it possible to select a drug that is 
most likely to be effective for a particular 
patient. Moreover, computer techniques 
may make it practical to screen drugs be- 
fore clinical use for probable physiologic 
responses. Possible responses to other 
treatment modalities may also be analyzed. 

Furthermore, those in electronics envi- 
sion the possibility of electronic storage of 
patient records, and they hope in the fu- 
ture to devise methods of predicting pa- 
tient escapes, estimating suicidal risk, and 
forecasting length of hospital stay. The 
eventual development of reliable, standard 
sets of terms and symbols to describe the 
complete range of potential patient be- 
havior promises to simplify the collection 
and analysis of behavioral responses and to 
produce higher levels of accuracy in de- 
scription. Detailed analyses of psycho- 
therapeutic transactions by computer tech- 
niques may become increasingly valuable 
for teaching and self-teaching programs, In 
fact, automation may some day relieve 
teachers of many routine, repetitive instruc- 
tion tasks. 

Although systems analyses have not yet 
been fully worked out, it is hoped that the 
capacity of electronic computers to handle 
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all types of information efficiently, accur- 
ately, and safely will permit the extension 
of their use to standard nursing procedures, 
such as ordering medication, recording re- 
ports, and so forth. If nurses and auxiliary 
personnel were relieved of time-consuming 
chores, they would be free to devote more 
attention to direct patient care—that is, to 
the human relationships so important to a 
therapeutic milieu. 

Many projects are on the drawing board, 
and many proposals are under considera- 
tion. Meanwhile, there seems to be no 
doubt that the methodological improve- 
ments made possible by electronic devices 
and instruments and planned program- 
ming will have an increasingly beneficial 
influence on patient care and hospital 
routine. The prospects, in fact, stagger the 
imagination. 


Discussion 


Our knowledge of the human personal- 
ity is still incomplete. Investigation must 
throw considerably more light on normal 
and pathologic processes before we can 
understand fully the reasons for deviations 
from normal behavior. Gerty reminds 
us of the need to amplify and modify the 
methods of science if we are to investigate 
adequately the subjective immensity of the 
inner man and its relationship to his full 
environment. He says, “To understand the 
personality comprehensively, in its usual 
functioning and when disordered by con- 
ditions and disease, requires comprehen- 
sivity in the approach to discovery." He 
goes on, "For psychiatry the area of re. 
search is man, with particular reference 
to those internal and often intangible 
things which affect his life, including, most 
importantly, his relationships with others." 

Man is a complex being, so that under- 
standing him is not a simple matter. The 
over-all problem is vast, and the job to be 
done is virtually unlimited. Concerning 
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experimental psychiary, Felix said: * 


ings; the emergence of a mass interest in 
human motivation—these and other 
tors have made psychiatry a nodal regi 
in the development of a unified theory of 
personality.” 1 

This review by no means covers all 
areas that are under investigation at tl 
present time, nor does it begin to sug 
what new areas are likely to develop. From 
experience we have learned that each new 
development in research leads into new 
paths to explore; and, of course, each ne Ww 
path is beset by difficulties. In psychiatric 
research we seem, as Horace said, to solve 
one difficulty by raising another (litem 
quod lite resolvit). 

This indicates only that, though we have 
traveled far, we still have much more ter- 
ritory to cover, and that this territory is 
spread out over a great number of scientific 
fields. To interpret developments in 50 
many fields requires study, good sense, and 
Perspective. Oliver Wendell Holmes has 
said that science is a first-rate piece of 
furniture for a man's upper chamber if he 
has common sense on the ground floor. 
And Shakespeare had this to say: 

“What is the end of study? Let me know.” 


“Why, that to know, which else we should not 
know.” 

“Things hid and barr'd, you mean, from com- - 
mon sense?” 

“Ay, that is study’s god-like recompense.” 


It is obvious by now to all of us that we 
cannot build a firm foundation for psychi- 
atry unless we permit our theories and the 
results of our experience to be subjected to 
scientific scrutiny. We are trying to under- 
stand not only the biologic, psychologic, 
and social forces that shape man's mind an 
influence his behavior, but also how these 
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forces interact. This is a colossal task, one 
that requires the integration of everything 
we know from the basic, applied, and clini- 
cal sciences. So, by all means let us carry 
on and encourage others to carry on inten- 
sive and systematic investigation to broaden 
our knowledge of psychiatric disease; for, 
as Erasmus has said, it is a step toward 
health to know the disease. 

Some of the gaps and discrepancies in 
our knowledge will correct themselves in 

time; others may require years of pains- 
taking study and the collaborative effort of 
many scientists and practitioners. As Dis- 
raeli noted, a man always studying one 
subject will view the general affairs of the 
world through the colored prism of his 
own atmosphere. To this we can add the 
philosopher’s warning: Woe to him who 
reads only one book. 

A comprehensive view of a problem re- 
quires that teams of workers bring their 
knowledge to bear on the same projects. 
The ideas of the scientist in one field help 
to generate new ideas in the minds of sci- 
entists in other fields. Science moves but 
slowly, slowly creeping on from point to 
point. Slowly, slowly, also, will psychiatry 
Bather the information it needs and, even 
more slowly, perhaps, will psychiatry apply 
what it learns. 

I watch with interest and enthusiasm the 
trends and directions of psychiatric re- 
Search that may lead us eventually to re- 
Warding discoveries and new methods of 
treatment. I anticipate the discovery of 
techniques for the treatment of mental ill- 
ness that we know nothing about now. I 
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look forward to the co-ordination of re- 
search in the basic sciences and research in 
clinical psychiatry. I also look forward 
to the time when exact and efficient ways 
are devised to assess mental health, so that 
we can understand more fully the devia- 
tions from it. And when we have acquired 
the knowledge that enables us to under- 
stand the mental health of populations, I 
foresee the possibility of applying psychi- 
atric knowledge to the population as a 
whole—not just to institutionalized pa- 
tients and not just to those who can afford 
extramural private care, but to the masses 
of human beings who so desperately need 
help to solve their special problems and 
who deserve the hope that lies in compre- 
hensive psychiatric care. 

Patience is the art of hoping. With pa- 
tience we must wait for the road ahead to 
become clear and for the work that has 
been started to bear fruit. It will be a 
long haul. We are probably safe in assum- 
ing that the etiology of mental illness will 
not be revealed in a single discovery, that 
there will be no dramatic breakthrough. 

Meanwhile, insofar as possible, we can 
make use of the practical results of labora- 
tory experiments. We need persistence to 
think through new theories, to try them 
out, and to revise them; and we can try to 
acquire the judgment and the wisdom to 
absorb new knowledge and adopt new tech- 
niques as their values become apparent. 


Knowledge is proud that he has learned so 


much; 
Wisdom is humble that he knows no more. 
—Cowper 


568 


Research applied to 


treatment and prevention 


The insatiable quest for new knowledge characteristic of our present era is promi- 
nently evident in the general health fields, including mental health. F unding is 
increasingly available from varied sources, governmental and non-governmental, 
particularly the former. Demands are being made for better co-ordination and 
integration of specific investigative efforts, whatever the source of funds. Em- 
phasis is placed on multiple funding—private, public, or voluntary—for individ- 
ual projects.. In an increasing number of instances, we have the seeking-out and 
stimulation into action of promising individuals and ideas with the provision of 
initial support by various segments of the health economy, usually private or vol- 
untary; continuing support, if merited, following this nurturing process, comes 
from the more affluent groups, usually the various levels of government. 

This assumption of roles appears to be necessitated by another, very practical 
reason, As the interventions of government in health increase and as its funding 
Operations expand in Scope and public accounting becomes more intricate, 
flexibility in action is necessarily modified by accumulating rules and regulations. 
Organizations such as the Research Foundation of the National Association for 
Mental Health, springing from the voluntary efforts of individuals and groups 
throughout the country, because of its origin and character can better retain sen- 
sitivity to Opportunity and readiness to respond. Thus, our Research Founda- 
tion, with its limited funds, has assumed the various roles of providing “seed 
money,” supporting joint ventures with other funding groups, or carrying on 


alone. That we have had a degree of success is evident in the various reports 
here presented, 


tiveness of care and treatment is not impeded by professional barriers; that prog- 
Tess is not ordinarily made by any one scientific discipline, but by the beneficial 
interchanges of many. Our techniques follow from the activities of workers in 
n morphology and physiology, as well as the 
ends the patient. Knowledge and the develop- 


ment of attendant techniques are come by laboriously and ordinarily through 
the joint actions of scientists with differing backgrounds; this becomes especially 
true as we turn our attention to more complex conditions, such as schizophrenia. 
We can hope for, but not necessarily anticipate, a sudden "breakthrough" by 
some individual worker in some laboratory. This might happen. But usually 
progress comes slowly, and the investigative process is as complicated as the dis- 
ease itself. When the unexpected does happen, it is usually information from 
an unanticipated source that accelerates progress or provides new and more 
promising directions. 

There is another and equally insistent demand encompassed in the phrase 
“delivery of services." The need for additional health facilities is sufficiently evi- 
dent; but their type, staffing pattern, location, and other considerations inherent 
in a given situation in a particular community are not so apparent. In other 
words, we need to know not only a great deal more about the health requirements 
of an individual in his environment, but also how they can best be met with im- 
mediacy, efficiency of time, effort, and money, and effectiveness. In no other way 
can we support the building of more health units, the supplying of additional 
equipment, and the training of larger numbers of health personnel. 

In our preoccupation with the acquisition of new knowledge, we cannot blind 
ourselves to the necessity of examining the manner in which we use the informa- 
tion now available to us—another way of narrowing the gap between research 
and service. Projects have been developed to aid in the indexing and retrieval 
of scientific information and its better communication, utilizing modern techno- 
logic advances, Similar investigations are in order to facilitate the delivery of the 
services of the informed professional to the person in need. i 

However, basic to all that has been said are the character and extent of the in- 
formation now available to us. Here we present an evaluation of treatment tech- 
niques and possibilities for prevention, based on present information. 

—Harvey J. TOMPKINS, M.D. 
Director of Psychiatric Services 
St. Vincent’s Hospital and Medical 
Genter of New York 


Chairman, Research Committee / 
Research Foundation of the National 
Association for Mental Health 
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The impact of pharmacotherapy | 
on psychiatric practice and. 


The past five years represent a period in 
which there has been a singular lack of 
fundamental advances in the field of psy- 
chopharmacology. It has been, rather, a 
phase of reconsideration and clarification. 
The nine-hospital study, sponsored by the 
National Institute of Mental Health, clearly 
established that one phenothiazine was as 
effective as another in alleviating the symp- 
toms of acute schizophrenic reactions, It 
is apparent that the clinical usefulness of 
antidepressants of the imipramine variety 
is substantially greater than that of the 
monoamine oxidase inhibitors, and that it 
is no longer correct to refer to these differ- 
€nt types of medication as if they were in- 
terchangeable. Experiments with lysergic 
acid diethylamide as an adjunct in the psy- 
chotherapy of character disorders and 
alcoholism continue to be promising, but 
inconclusive, 

Electroconvulsive treatments are still be- 
ing given, and quite properly, to many 
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patients. Psychoneurotic patients are still 
benefiting primarily from psychotherapy, 
including psychoanalysis. At staff confer- 
ences, residents and their supervisors still 
argue heatedly about the relative merits of 
chemotherapy as opposed to psychotherapy, 
as if the correct management of the surgical 
patient demanded of the surgeon a choice 
between operating on an anesthetized pa 
tient without a scalpel or using a sterilized 
scalpel in the absence of anesthesia. 
There can be little doubt, however, 
about the tremendous impact of pheno- 
thiazines and antidepressants on the prac 
tice of psychiatry. The severely depressed 
Woman of sixty, oppressed with hopeless- 
néss, unable to carry out her housework, 
avoiding her friends, sitting silently in the 
bedroom, and unable and unwilling to rê- 
spond to the comments of her family— 
whose members grow increasingly more im- 
patient and puzzled—is given a drug such 
as imipramine. Within a week her color- 
ing, expression, and eyes appear brightet 
and more alert, although she denies any 
subjective change in her mood. During 
the latter part of the third week of treat 
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ment, she begins to acknowledge a definite 
lifting of her depression, and, as if miracu- 
lously, she becomes herself again. Now, in 
psychotherapy, it is possible to explore with 
her the recent stresses she has experienced 
and attempt to find out enough about her 
past life to guide her in changing her cur- 
rent life pattern sufficiently to protect her 
against a rapid recurrence of her illness. 

One of the places where the real impact 
of these drugs can be seen readily is the 
psychiatric hospital. The nature of the 
patients admitted to these institutions has 
changed dramatically during the past five 
years, In a voluntary, university hospital, 
such as the Payne Whitney Clinic, the pa- 
tients with acute schizophrenic reactions 
and affective disorders, such as depression, 
appear to have been extensively replaced 
by patients with complex characterologic 
disorders, alcoholism, and other psycho- 
pathologic states that are more resistant to 
chemotherapy. The need to reconsider the 
role and function of such a hospital in the 
community becomes an urgent issue, re- 
quiring an imaginative appreciation of 
where psychiatry is going. 

Pharmacotherapy has also affected the 
doctor-patient relationship. Whenever a 
patient is given a pill, everyone reacts: 
the patient reacts, the family reacts, the 
doctor reacts. How often does one hear 
remarks such as these: “I know I can’t con- 
centrate as well as usual. My thinking is 
slowed down. But if I take that drug you 
want to give me, it's like using a crutch. 
It’s not real. I want to get better on my 
own. I won't take itl”, or, "How can I 
feel toward my husband as I used to, 
knowing that he is being kept in one piece 
thanks only to chlorpromazine? I should 
be grateful, but I can't help thinking how 
ill he must be to require those drugs.” 

It appears to be a characteristic of hu- 
Man nature to resist innovation. Chemo- 
therapy has been no exception. Our ex- 
Perience in the management of a research 
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unit is worth noting. When the metabolic 
research unit at the Payne Whitney Clinic 
was first established in 1953, considerable 
concern about the initiation of studies was 
evident among those clinicians who were 
unfamiliar with the nature of such inves- 
tigations. This concern rapidly subsided 
as it became apparent that it was possible 
to place patients on rigid dietary intakes, 
collect complete urine and stool excretions, 
and administer various test materials, such 
as isotopes, without unduly disturbing the 
dynamics of the patient's personality struc- 
ture, interfering with the doctor-patient re- 
lationship, or impairing the patient's prog- 
ress in treatment. 

One of the complications of the success 
of pharmacotherapy can be seen in the 
classroom, where a medical student will 
ask, sincerely: "Isn't it only a matter of 
time before all human behavior can be 
explained on a physical, chemical basis? 
What is the point of learning about per- 
sonality function from a psychologic point 
of view when these clinical observations 
and abstractions are so remote from sci- 
entific fact?" The tendency to dismiss the 
importance and reality of the psychological 
because it is not tangible is, at times, 
reinforced. The dangerous drift toward 
dehumanization—which even the highly 
dogmatic structures of psychoanalytic the- 
ory can foster—requires that one's atten- 
tion be redirected to the fact that the 
person with a mental or emotional dis- 
order is still a person. 

Although the major contributions to 
pharmacotherapy in psychiatry have not 
come from basic research—the recognition 
of the value of the phenothiazines and anti- 
depressants was largely the result of astute 
clinical observations and intuition—their 
success has reactivated interest and en- 
deavor in the investigation of biologic fac- 
tors in the etiology of mental illness. 

The actions of the drugs themselves offer 
some clues as to the possible sites at which 
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they exert their beneficial effects. It has 
been possible to construct hypotheses that 
have led to the pursuit of certain lines of 
study. For instance, reserpine and mono- 
amine oxidase inhibitors, although they 
are not now generally of use, have rein- 
forced the attention being paid to the role 
of serotonin in central nervous system 
function. Abnormalities in the metabolism 
of amines have become, and remain, highly 
suspect. 

Our own work has been concentrated 
primarily on the study of calcium meta- 
bolism in depression. As reported in the 
British. Journal of Psychiatry in July 1964, 
We have demonstrated that depressed pa- 
tients (diagnosed mostly as suffering from 
affective disorders but including a small 
group with schizophrenic reactions), re- 
covering in association with the adminis- 
tration of electroconvulsive treatments or 
the antidepressant drug imipramine, mani- 
fested a significant reduction in the urinary 
excretion of calcium. If less calcium was 
being lost from the body during the phase 
of improvement, where was the retained 
calcium going? What mechanisms might 
account for such a shift? Ordinary ex- 
planations, such as changes in urinary pH 
and motility, could not be substantiated 
in these patients, and hence were inade- 
quate to account for this phenomenon, 

In order to investigate this lead further, 
Dr. Farouk Faragalla, a biochemist, was 
asked to join our Program to collaborate 
in the investigations of the fate of radioac- 
tivelabeled calcium 47 in depressed pa- 
tients before and after treatment. These 
studies were supplemented by exploration 
of the metabolism of calcium in the central 
nervous system of animals, Thus far, al- 
though our findings are highly tentative, 
there is some evidence that changes in the 
fate of the calcium isotope do occur with 
treatment and recovery. 

Of equal importance, however, is the 
opportunity these findings have given us 
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to reconsider the conceptualization of de 
pression, as well as to construct hypotheses 


that differ materially from those currently 


in vogue. 

In the first place, one must ask the ques- 
tion, When the psychiatrist gives the de- 
pressed patient electroconvulsive therapy 
or imipramine therapy, what is he really 
treating? How does the deeply and per 
sistently depressed patient differ from the 
psychoneurotic patient who enters an ab- 
normal state of depression only to rebound 
quickly from its depths? Is it not the te 
nacity, the sameness, the perseveration of 
the abnormal mood that is so characteristic 
of the former patient? Is it not possible 
that the somatic therapies are not influ- 
ential because of a direct effect on depres- 
sion itself, but rather act against the special 
lack of resilience that these patients mani- 
fest? Is is not possible that the psycho- 
dynamic factors that provoke depression— 
Such as the loss of a love object or inter- 
nalized hate—may well be of pertinence in 
both neurotic and psychotic depressions, 
but that it is the inability to rebound, 
to recover from the shock of depression, 
that may constitute one of the most cen: 
tral features of the pathology of the psy- 
chotic state? 

In addition to a reconceptualization of 
depression, there is also an opportunity fot 
Speculation on factors that may account 
for changes in calcium metabolism in thesé 
conditions, as well as the periodicity sd 
frequently encountered in affective dis 
orders. A possible linkage between thest 
phenomena may be found in the following 
construction. In Rochester, New York, an 
Orthopedic surgeon, Dr. R. O. Becket, 
demonstrated that the application of nega 
tive direct current to bone facilitated the 
restorative process by leading to a laying: 
down of calcium in bone. In another 
study, he demonstrated a correlation bë 
tween the admission rates to mental hos 
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pitals and the occurrence of electromagnetic 
storms. Meanwhile, Lippold and Redfearn, 
in Great Britain, described the alleviation 
of depression by the passage of small di- 
rect currents through the brain, a proce- 
dure of inducing positive polarization, 
using currents of 100-250 microamperes. 

Positive polarization, incidentally, is 
usually associated with lowered conscious- 
ness, to the point of sleep, whereas nega- 
tive polarization is associated with wake- 
fulness. In this setting, it becomes necessary 
to visualize, beyond the slowing up of the 
mental processes of the depressed patient, 
the awful intensity of feeling that is pres- 
ent. Depression is more akin to a state 
of extreme wakefulness and serious anguish 
than to one of diminished awareness. 

In essence, changes in mood may be as- 
sociated with changes in bone metabolism, 
as reflected in alterations in the body's 
handling of calcium; and this phenomenon 
may be mediated through a complex al- 
teration in the electrical physiology of the 
central nervous system and, in fact, the 
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entire body. Furthermore, in sensitive in- 
dividuals, the electrical system of the body 
might well be affected profoundly by sig- 
nificant variations in the electromagnetic 
forces of the atmosphere. Anyone who has 
worked with patients suffering from depres- 
sion over a long period of time has had the 
experience of seeing these patients enter 
episodes of despair without any clear pre- 
cipitating factors. This is true even when 
the psychodynamics of the patients have 
been well worked out and the personality 
structure extensively examined during 
long-term psychotherapy. The phenome- 
non is often recurrent and periodic, taking 
place at relatively predictable intervals and 
seasons, and may well represent a reaction 
of the special electrical pattern of the pa- 
tient to alterations in the environmental 
electromagnetic fields. 

In a short time we have attempted to 
cover a wide span of material, from research 
to drugs to treatment and back again to 
research, and, with new instruments, the 
testing of new hypotheses. 


L. ROIZIN, M.D., NEW YORK, N. Y. 
M. A. KAUFMAN, M.D., NEW YORK, N. Y. 
G. GOLD, M.D., NEW YORK, N. Y. 

V. 

J. C. LIU, M.S., NEW YORK, N. v. 

S. KEOSEIAN, M.S., NEW YORK, N. Y. 


A multidisciplinary investigation. 
of the phenothiazines 


Psychotropic agents have become the most 
widely used chemotherapy for mental dis- 
orders. One of the common tranquilizers 
(Compazine SKF 9) alone has been used 
in the treatment of more than fifteen mil- 
lion patients. 

However, during recent years increased 
evidence of intolerance and side effects has 
been noted, involving the liver, central 
nervous system, kidneys, thermoregulating 
mechanisms, cardiovascular System, eyes, 
skin, endocrine and reproductive functions, 
and allergic reactions. Although most of 
these disorders are reversible in character, 
when treated promptly, in some instances 
irreversible alterations may lead even to 
death. Of particular significance is the 
occurrence of maldevelopments in hu- 
mans due to administration of psychotropic 
drugs during pregnancy (in the case of 
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Thalidomide 9, 1,500 to 2,000 instances; 
800 children with various types of mal 
development have recently been recorded 
in Germany *5 and in England ^ 5-7). 

The appearance of side or toxic effects 
becomes even more significant in relation 
to the following: 


1. To obtain the beneficial effect of most 
tranquilizers, the dosage must be increased 
frequently, until the patient shows extra 
Pyramidal symptoms. 

2. Patients must be treated for long 
periods of time. 

3. Often, psychotropic agents show po- 
tentiative interaction with sedatives, anal 
Besics, antihistamines, anesthetics, and 
alcohol. : 

4. There are growing problems with 
narcotic addiction. 

5. Tranquilizers have been used as à 
method of self-poisoning (suicides) or acute 
intoxication (non-fatal cases). 

6. Psychiatric patients may be affected 
by visceral or other somatic diseases. 
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The phenothiazines 


Although psychotropic drugs have been 
used for the treatment of millions of pa- 
tients, information concerning the effects 
of these drugs on the structural constituents 
of the central nervous system and on body 
tissues is still scant or even lacking.® ? 
Even less known are the possible toxicologic 
effects of psychotropic agents, since the 
drug companies carry out only limited or 
short-term investigations. As a result, 
many instances have occurred in which 
psychotropic agents, after having been re- 
leased for human treatment, have had to be 
withdrawn because of unwarranted side 
effects. For example, in addition to Thali- 
domide and Iproniazide®, in 1963 there 
were four psychotropic agents, in 1964 there 
were six, and in 1965 there were at least 
seven that required cautionary notices or 
were "recalled." These) factors underline 
the urgent necessity of carrying out sys- 
tematic research investigations on phar- 
macodynamic and possibly toxic effects of 
psychopharmacologic agents. 


Research Plan 


_ The general purpose of our investiga- 
Hons is to try a multidisciplinary approach 
in the study of the effects of the pheno- 
thiazines, using and correlating histologic, 
histochemical, autoradiographic ^ (radio- 
isotopes) and electron microscopic proce- 
dures in the study of the neurotropic and 
Viscerotropic effects of some neuropsycho- 
tropic agents. | 

, The specific aims are: (1) determina- 
tion of the incidence, site, and type of 
Morphologic and histochemical changes 
following short- and long-term administra- 
tion of variable doses of neuropsychotropic 
agents in laboratory animals as a means 
of examining functional stress and toxicity; 
(2) delineation of the possible pathogenetic 
mechanisms; (3) establishing and determin- 
ing the significance of the reversibility 
and irreversibility of the morphologic and 
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histochemical findings; (4) comparative 
studies of the pathologic and histochemical 
findings in animal and human material; 
(5) determining prenatal effects; and (6) 
using neuropsychotropic agents as a bio- 
logic tool in the exploration of structural- 
functional correlates and pathogenic mech- 
anisms of the central nervous system at 
ultracellular levels. 


Material and Methods 


Animal experiments 

The investigations are carried out principally in 
rats (Sprague-Dawley strain, weighing 200-300 gm.) 
and in some monkeys (Macacus Rhesus, weighing 
2-3 kg). Drugs are administered intravenously, 
intramuscularly, or subcutaneously in various dos- 
ages: LD,» (lethal dose that would kill 50 per cent 
of the animals), a concentrated dose equal to half 
of the lethal dose, and a therapeutic dose, com- 
parable to the ordinary dose given in therapy or 
determined by clinical behavior. 

The experiments in which the concentrated doses 
are given last 1, 4, 8, 24, 48, or 72 hours; short-term 
experiments run 2, 4, or 8 weeks; and long-term 
experiments extend through 3 or 6 months, 

Control animals are treated the same as the ones 
given the drugs except that they receive a sterile 
physiologic saline solution instead of the pharma- 
cologic agent. The animals are sacrificed seven days 
to four weeks after the final administration of the 
drug, depending on the length of the experiment. 

Techniques used in studying tissues at the cellu- 
lar and ultracellular levels include cytologic exami- 
nation (using the Nissl, hematoxylin and eosin 
trichrome stains; myelin sheath, and glia methods); 
histochemical examination (oxidative and hydrolytic 
enzymes); radio-isotopes and autoradiography, when 
available; and electron microscopy (with methacry- 
late and epon embedding, counterstained with 
uranyl acetate lead hydroxide and lead citrate). 


Human material 

The study material (central nervous system tissue 
and viscera) from humans is limited principally to 
that from patients who have received psychophar- 
macologic agents and who have developed adverse 
neurologic symptoms (extrapyramidal, dystonic, 
convulsive, etc.), liver disorders (jaundice, hepatitis, 
hepatorenal insufficiency), or toxic effects in addi- 
tion to the above, such as agranylocytosis, organic 
brain syndrome, and semicoma or coma (caused by 
accidental overdosage or suicide attempts). Also in- 
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cluded is material from patients who have had 
prolonged therapy, ie, for a minimum of four 
months. 

The investigative and control material is ob- 
tained from various hospitals and other institutions 
of the New York State Department of Mental Hy- 
giene, through the Neuropathologic Registry at the 
New York State Psychiatric Institute, and from 
government or private hospitals or institutions 
offering voluntary research material. 

Tissue studies are carried out according to the 
histologic techniques listed above; and, when feasi- 
ble, some histochemical procedures are performed. 


Results 


This report is concerned principally with 
the phenothiazine group of tranquilizers. 


Biochemical studies 11-12 


In investigations of the tissue distribu- 
tion of chlorpromazine in laboratory ani- 
mals, the greatest amounts of the drug, 
when concentrated doses had been given, 
were found in the lungs, and then, in 
descending order, in the liver, Spleen, 
Stomach, kidneys, and intestine; the brain 
contained lesser amounts. In the central 
nervous system of monkeys, higher concen- 
trations were noted in the brain cortex and 
basal ganglia, and then in the spinal cord, 
cerebellum, and pons. 

In experiments in which daily injections 
of small doses were given to rats and mon- 
keys, no measurable quantities of the drug 
were found in the viscera and central nerv- 
ous system tissue examined. 

Chlorpromazine appeared in 37 post- 
mortem specimens from the central nervous 
system, viscera, and body tissues of a hu- 
man patient treated for approximately four 
years with the drug. The concentration 
of the drug was in the following descend- 
ing order; viscera—lungs, liver, gallbladder 
(and bile), and intestine; glandular struc- 
tures—testis, pituitary, adrenals, and pan- 
creas; and central nervous System—thala- 
mus and hypothalamus, temporal lobe and 
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hippocampus, cerebellum, medulla, Spinal 
cord (upper cervical), pons, lenticular nu. 
cleus, and corpus callosum. 

In short-term experiments in which pro 
chlorperazine was tagged with S954 the 
highest concentrations of the drug in the 
tissue were recorded, in various experimen: 
tal phases, in the lungs, liver, kidneys, and 
central nervous system. In the latter, 
higher amounts were noted in the basal 
ganglia and cerebral cortex, followed, in 
decreasing order, by the hypothalamus, 
thalamus, and mesencephalon. In long. 
term experiments, adrenal tissue showed 
a higher concentration of the drug, fol. 
lowed by the lungs and liver. In the cen- 
tral nervous System, very small amounts 
Were detected, most being noted in the 
brain stem and cerebellum. 

With some individual variations, the 
most significant findings in S95 prochlor- 
perazine autoradiography of the central 
nervous system 15 were; 


l. The highest concentration of de 
posited silver grains occurred in animals 
sacrificed 24 hours after administration of 
the drug. 

2. The highest level of radioactivity Was 
found in the basal ganglia and dience- 
phalon, followed by the frontal cortex, 
brain stem, cerebellum, and spinal cord. 


Histochemical studies 


A number of investigations have been 
carried out in an attempt to standardize 
histochemical techniques for oxidative and 
hydrolyzing enzymes of the central nervous 
system. 

Study of the cytochemical patterns of 
adenosine triphosphatase !9 has revealed à 
differential localization of the ATP-ase in 
the neurons, glial elements (astrocytes), and 
blood vessels of the central nervous system 
of the adult albino rat. Observations have 
been made with the use of various modifi- 
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cations of the Wachstein-Meisel and Pady- 


 kulæ-Herman histochemical techniques for 


ATP-ase, 

The effects of prochlorperazine or the 
rat central nervous system succinic dehy- 
drogenase and DPN diaphorase (lactic 
linked) have been investigated."  Distinc- 
tive reactions have been noted according 
to cytomorphologic patterns of different 
anatomotopographic regions such as the 
cerebral cortex, striatum, thalamus, hy- 
pothalamus, mesencephalon, pons, medulla, 
cerebellum, and spinal cord, It is believed 
that the diversified localization of the re- 
action products may be attributed to some 
of the following: (1) structural organization 
of the anatomotopographic regions of the 
central nervous system; (2) heterogeneous 
metabolism (structurally dependent); and/ 
or (3) correlated physiologic activities (in 
both control and treated animals); and (4) 
pharmacologic properties of the chemical 
agents used. 


Histopathologic findings 


Laboratory animals. Short-term experi- 
ments with chlorpromazine in rats showed 
histologic changes in hepatic cells, renal 
tubules, spleen, and central nervous system, 
Mainly after toxic doses. Occasional glial 
Teactions and neuronophagia were found 
in the cerebral cortex, lenticular nucleus, 
thalamus, and hypothalamus. Various de- 
grees of chromatolysis were seen through: 
Out the central nervous system. 

Alterations of spermatogenesis, with 
Various degrees of reduction or absence of 
Spermatozoa, were observed in two mon- 
€ys injected with chlorpromazine for 30-32 
Months, Similarly treated monkeys re- 


Covered within six months following dis- 


Continuation of treatment. Rats treated 
With small doses for six months were not 
Temarkably different from controls.’ 

In investigations of the prenatal effects 
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of phenothiazines, the administration of 
chlorpromazine during various phases of 
breeding affected the fertility of rats and 
the viability of the newly born. Current 
studies aim at exploring the possible exist- 
ence of differential susceptibility to drugs 
of pregnant animals under various experi- 
mental conditions. To date the occurrence 
of various degrees of enophthalmus and 
anophthalmus has been observed in some 
newly born rats whose mother was treated 
during pregnancy with prochlorperazine.!? 

Human investigations. On the basis of 
a review of the literature and our own 
investigations, we may summarize the ad- 
verse effects of the phenothiazines as fol- 
lows: 


Cardiovascular—variations in blood 
pressure, orthostatic hypotension, tachy- 
cardia, and vasomotor disorders. 

Endocrinologic and neurohumoral— 
galactorrhea, amenorrhea, diabetes mel- 
litus, obesity, changes in sexual desire, 
and hypertrophy of the mammary glands. 

Secretory—dyfunction of secretion of 
the salivary, lacrimal, and sebaceous 
glands. 

Dermatologic—erythema and/or der- 
matitis, dyspigmentation, and photosen- 
sitization. 

Gastrointestinal—diarrhea or constipa- 
tion, anorexia or bulimia, vomiting, and 
pyrosis. 

Visceral—jaundice with or without 
liver dysfunction, oliguria, and polyuria. 

Hematologic—agranulocytosis, blood 
dyscrasia, disorders of coagulation. 

Ocular—dyschromatopsia and/or re- 
tinopathies, lens and corneal opacities. 

Allergic—angioneurotic edema, eosino- 
philia, and some skin, visceral, hema- 
tologic, and rheumatoid-like reactions. 

Teratogenic—various types of prenatal 
anomalies and phocomelia. 

Nervous system—extrapyramidal disor- 
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ders, epileptogenic effects, changes in the 
thermoregulatory mechanisms, diabetes 
insipidus, cerebellar and sphincter con- 
trol disorders, and akathisia. 


Most of these complications are generally 
of mild, transitory, and reversible nature. 
However, at times agranylocytosis, liver 
dysfunctions, and certain neurologic com- 
plications become more serious, even fatal. 

Jaundice and liver dysfunctions were 
confirmed by laboratory examinations 
and/or liver biopsies. In both instances 
they were related predominantly to a bili- 
ary stasis, In cases in which liver biopsies 
were performed, the biliary stasis was 
sometimes found to be associated with 
biliary thrombi in the central canaliculi 
and deposits of biliary pigment in the 
hepatic parenchymal cells: and Kupffer 
cells. At times increased sudanophilia of 
the hepatic parenchyma and occasional 
necrosis were also encountered. 

In post-mortem examinations, the most 
outstanding visceral pathology consisted of 
biliary stasis and/or liver degeneration (at 
times, hepatitis), nephrosis (at times with 
biliary plugs), bronchopneumonia, petec- 
hial hemorrhages in the lungs, liver, 
myocardium, kidneys, and spleen, and cor- 
onary artery disease. The most significant 
neuropathologic findings were expressed by 
variable chromatolysis and degeneration 
and pseudo- or neuronophagia in various 
areas of the brain cortex, basal ganglia, 
thalamus, hypothalamus, and cerebellum. 
In one case paucity of neurons and depig- 
mentation of the substantia nigra in the 
mesencephalon were prominent.1: 13, 19, 20 


Electron microscopic findings 


The neural mitochondria of rats and 
monkeys treated with prochlorperazine in 
vivo and comparative in vitro investiga- 
tions of the neural and liver mitochondria 
or pleomorphometabolosomes (PMS) re- 
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vealed various degrees of alteration of the 
limiting membranes, cristae, and matrix, 
At times the disorganization of the matrix 
was associated with the presence of vari. 
ously shaped and sized electron dense 
osmiophilic particles or material. Concen- 
trically laminated osmiophilic material or 
Structures, as well as osmiophilic micro- | 
bodies or osmiophilic amorphous material, 
were also observed randomly distributed in | 
the liver parenchyma or macrophages! 
Some of these PMS changes, including the | 
concentrically laminated osmiophilic mate 
rial or structures, were also noted in the 
PMS fraction obtained by differential cen- 
trifugation.22 Reversibility of some PMS 
alterations was associated with the recovery 
of the clinical behavior of the animal, but 
the structural process was more sluggish 
(delayed) or incomplete. Biochemical stud: 
ies have revealed that the phenothiazines 
are strongly bound to PMS of different 
organs.?? 

Studies of the relationship of the Golgi 
complex (agranular endoplasmic reticulum 
and derivatives) to the intracytoplasmic 
components of the neural cells of the cen- 
tral nervous system ?* have revealed that the 
fine structural organization and intracyto- 
plasmic distribution of the Golgi complex 
varies, to a certain extent, in different cellu: 
lar elements of the central nervous system 
as well as in some topographic regions. The 
investigations to date have revealed, in par- 
ticular, during some phases of the experi- 
ments in which concentrated doses of phen- 
othiazines were given in a short period of 
time, marked enlargement and extensive 
diffusion of the Golgi canaliculi and vesi- 
cles, 

As a result of the above findings, we have 
used some phenothiazine agents as experi- 
mental biochemical tools for the explora- 
tion of reaction thresholds of the cells of 
the central nervous System. Recent investi- 
Bations have revealed that: 
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]. Phenothiazines show some selective 
affinity for certain intracellular organelles. 

9, The latter are bearers or an anchor- 
ing (binding, etc.) base for specific enzyme 
assemblies. 

3. The lipoprotein membranes of some 
organelles can be examined up to the mo- 
lecular level of organization? 


On this basis we consider, as a working 
hypothesis, that the PMS, Golgi complex 
(including the granular component of the 
endoplasmic reticulum), lyosomes, and 
synapses 25 are specifically integrated, struc- 
turally functional, metabolic units or sys- 
tems and that in such a capacity they could 
be used as ultracellular kinetic gradients 
for investigating physiologic and patho- 
genic mechanisms from the cell up to the 
molecular level of biologic organization 24 
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The problem that one faces when he be- 
gins to talk about research in psychother- 
apy is that there is so little of it, or at least 
very little that appears to be acceptable to 
those who have not themselves performed 
the studies. What results have been pre- 
sented have been severely criticized. on 
many counts—the sample was too small 
or too highly selected, the procedure was 
inadequately defined and only hap- 
hazardly applied, there were no control or 
comparison groups, success was measured 
only in terms of immediate results, the 
evaluator and the therapist were the same 
person and therefore biased. These and a 
host of other arguments are leveled 
against any attempt to determine the value 
of psychotherapy. Indeed, we therapists 
are not too sure we can even say what psy- 
chotherapy is, much less where and how 
it can best be applied. We lack a common 
language of communication, we are com- 
mitted to one system of psychology or one 
method of therapy, and our goals in treat- 
ment may be more a reflection of our own 
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needs than a realistic appraisal of 
patients’ potentialities. Though we 1 
deplore its nihilistic implications, the 0 
quoted definition of psychotherapy: 
unidentified technique applied to ung 
cified problems with unpredictable ol 
comes (for which rigorous trainin i 
recommended)—cannot be shrugged off 
an irrelevant quip. 
But our recognition of the inadequi 
and paucity of controlled studies of 
effects of psychotherapy should not bi 
us to the prevailing convictions among ' 
tients and practitioners that psychoth 
really does do something. The pharm 
ogists, you know, can prove to us by 
elaborate analyses and correlations that | 
is totally impossible for a healthy 704 
male, given a functioning bladder, to b 
come clinically intoxicated on beer. 
any one of us who went to his fraternity 
house parties in college finds it hard | 
believe that all that behavior was s$ 
perverted manifestation of sobriety. 
In similar fashion, when one s 
the broad field of psychotherapy and fin 
that all treatment approaches give 
proximately the same results, he could 
Wonder if patients improve because 


: 
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treatment, or despite it. (And some of my 
residents talk so much about flight into 
health I realize they believe that patients 
improve just to spite the treatment pro- 
cess.) All such legitimate criticism not- 
withstanding, few have seriously advo- 
cated dumping the whole bit on the rub- 
bish heap. We are convinced, and many 
of our patients are convinced, and a few 
of their families are convinced that some 
psychotherapists, using some techniques, 
at least with some patients at some times, 
can achieve results that are superior to 
any changes that might have occurred 
spontaneously. Future research will de- 
fine more of the interacting variables in- 
volved, and hopefully will enable us to 
apply specific techniques to specific pa- 
tients or problems in a more orderly, pre- 
dictable fashion. But at the clinical level, 
we can hardly wait for all those refine- 
ments to be promulgated. Instead, we 
must deal with the people who seek our 
help, and assist the families and other so- 
cial units of which those people are a part 
when they turn to us for guidance and 
advice. 

I am speaking now as a representative of 
à currently operating comprehensive com- 
munity mental health center, whose pri- 
mary commitment is to treatment of the 
mentally ill and the emotionally disturbed, 
and to the early return of patients to some 
degree of functioning within their com- 
munity. At least in theory, research is a 
secondary goal, but in fact it is woven into 
the very fabric of service at a community 
level. For included in such service is 
Continuity of care; and, as soon as the 
mental health professional concerns him- 
self with aftercare, rehabilitation, and re- 
Integration of the patient into his com- 
Munity, he has begun to apply preventive 
Methods, he has turned to early case-find- 
ing, and he has had to introduce new 
approaches or modify old techniques— 
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and all this before research findings have 
fully established the validity of such me- 
thods. 

The modifications of traditional mental 
hygiene clinic practices that we have made 
were a direct response to an immediate, but 
steadily increasing, service need. In com- 
mon with many other clinics, our number 
of terminations had not kept pace with 
the number of yearly admissions. As a 
result, the number of cases carried on the 
active rolls had increased appreciably each 
year, while the number of staff personnel 
and physical space had remained relatively 
constant. It took no prescience to predict 
that the number of cases carried over from 
previous years would soon exceed the po- 
tential services and facilities of the clinic. 
Two solutions seemed possible: (1) to close 
the clinic to new admissions, hardly a de» 
sirable answer to community mental 
health needs; or (2) to increase the efficacy 
and efficiency of the therapy pattern of the 
clinic, There was no doubt that we were 
committed to the second solution; and, in 
an attempt to reach that goal, an evalua» 
tion of the clinic's functional operations 
was undertaken., 

Among the things we learned was the 
high incidence of chronic psychiatric dis- 
orders among our patients, 45 per cent of 
whom were classified as schizophrenic and 
another 20 per cent of whom had severe 
personality. disorders, such as alcoholism 
or homosexuality. Yet, at the time of 
our survey, there was strong resistance 
among the staff of the clinic to use any 
treatment but intensive, long-term, psy- 
choanalytically oriented psychotherapy, 
with emphasis upon the relationship devel- 
oped between therapist and patient in in- 
dividual, frequent, and regularly sched- 
uled sessions that usually lasted for 45 to 
60 minutes. A reason frequently advanced 
for resistance to change in this pattern 
was “Yes, we admit we know very little 
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about the value of psychoanalytic treat- 
ment, but even less is known about other 
treatments.” It was clear that we could 
not afford the luxury of dispensing only 
the very best (even if we could be certain 
we had that) to the smallest number; 
rather, we had a community responsibility 
to do our best with all patients seeking 
help. 

We began our modifications by feeding 
back to the staff, through the medium of 
annual reports, teaching sessions, and staff 
conferences, the findings of our study. 
"Therapists began, independently, to ex- 
press awareness of the need for some mod- 
ifcations, various suggestions were tried 
out, and some of them were incorporated 
into the general therapy program. Space 
does not permit a detailed account of the 
many tried out, nor even of all of those 
that have been incorporated into our 
program; but, in brief, our program as it 
presently operates is characterized by the 
following: 

(J) emphasis upon a brief-contact, fo- 
cused, and, in some cases, crisis-oriented 
approach; 

(2) early and rapid evaluation by a phy- 
sician (usually a psychiatric resident), ra- 
ther than an elaborate, formalized, ritual: 
istic probing by each member of the psy- 
chiatric team for factors in the patient that 
would disqualify him for clinic services; 

G) reduction of waiting time for in- 
itial interview and, through elimination 
of unwieldy (and generally unrewarding) 
staff intake conferences, a reduction also 


was a part (including environmental man- 
ipulation, family conferences, etc), and 
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maximal utilization of existing community 
agencies that can cope with the specific 
psychosocial pathology demonstrated; 

(6) continuing reappraisal of the pa 
tient’s response to treatment, with empha 
sis upon definition and limitation of goals, 
and adapting the therapeutic program to 
the patient’s needs and capacities, rather 
than expecting the patient to have the 
strength to adapt himself to the program 
(at times this includes a trial-and-error 
foray into quite different modalities of 
therapy); 

(6) continuous expansion of the use of 
paramedical inpatient units (such as rec 
reation therapy and occupational therapy) 
for clinic patients on an as-needed basis; 

(7) as rapid termination as possible, 
with the recognition that the patient may 
well need to return again in time of crisis; 

(8) maintenance of responsibility for the 
over-all direction of treatment by the same 
therapist, no matter what the treatment 
plan entails; typically, this connotes à 
shift of the therapist's role from the thera- 
pist for a single patient to a counselor or 
educator of the community; 

(9) ready access to inpatient services, 
again on a short-term basis, if these are re- 
quired by shifts in the patient's conditioni 

(10) extension. of usual clinic services 
through such avenues as home visits 
school visits, and consultations by other 
community agencies. 

The continuing reassessment that is an 
essential part of any modification of tra 
ditional methods suggests that research in 
community mental health centers will for 
Some time be concerned with such ques- 
tions as the following: What kind of 
treatment is best for what kind of patient? 
How can attainable goals most realistically 
be set for each patient? What part of the 
patient's illness and/or personality will 
respond to what kind of treatment? What 
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are the effects on a patient of the many 
things that will happen to him outside 
his therapy sessions? How can different 
styles of treatment be taught? How can 
the limitations of any method be taught 
without destroying the student's convic- 


tion that he is discharging his professional 
and therapeutic responsibility? 1 submit 
that it is only within a community mental 
health center that the search for applicable 
answers to these questions can realistically 


begin. 
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Learning about behavior 


A new technique: Self-Image Experience 


I should like to describe some work we have 
found fascinating, provocative, and fruitful 
for a period of about ten years. Yet, I must 
say that we still feel that we are in the 
heuristic stage. People sometimes make 
me envious when they design a project, do 
all the work, arrive at conclusions, and re- 
port the results in a few months. If you 
could comprehend what Doctor Piotrowski 
has been doing, you'll know that he has 
had a professional lifetime of pursuing 
important studies in the use of the Ror- 
schach projective tests. And Doctor Mish- 
ler has informed us that he has been listen- 
ing to the tapes of discussions held with 
members of families, which form the basis 
of his studies of the intricacies of family re- 
lationships when one member has a behav- 
ioral illness. Isn't it quite obvious that 
these projects are going to take at least 
twenty or twenty-five more years to find 
some of the answers? 

Well, I'll tell you a little secret, This is 
not by accident. It is by design. Research- 
ers are always continuing their work. You 
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see, if they ever conclude it, they will au to- 
matically be out of a job! It’s like the d en- 
tists’ finding the total answer to tooth cav: 
ity problems: if they ever found the sor 
tion, then they would be all through. —— V 
So, true to form, I should like to report. 
some of the things we're beginning to study, | 
using a technique we call Self-Image a | 
perience (SIE), and to share with you the 
essence of what we are trying to do in ow 
current projects. f 
For a few moments I should like you L 
think with me about the excitement, th 
challenge, and the difficulties some 
encountered in approaching a rather sim 
ple idea. This idea is to take a look at our 
selves; that's all it really amounts to. The. 
passage in Robert Burns' poem "Oh wad 
some power the giftie gie us, To see oursels. 
as others see us!" is the whole thing ina. 
nutshell. Narcissus, the legend tells us, fell 
beside a pool (apparently after a night RS 
with his friends), leaned over, and saw him 
self, clear as a crystal. It seemed he even. 
liked the idea, too. Many people who 
come to our project do not like their images 
atall. Patients, visitors, even a few of ou 
consultants and staff—some very experi- 4 
enced persons, some of us who think wes i 
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know a lot about ourselves—may see films 
made of us interviewing some of the sub- 
jects and discover that the images we see 
are quite different from what we may think 
of ourselves. Sometimes it is difficult, even 
upsetting, to accept this confrontation. At 
other times it’s enlightening and encourag- 
ing. 

Several years ago, at Boston State Hos- 
pital, while thinking about the real mean- 
ing of what we were trying to do with pa- 
tients, I began wondering what patients 
would think of themselves, what they could 
learn, if they could see how they actually 
behaved. As we look at ourselves in the 
mirror—when we shave or put on make-up 
—we really don’t see ourselves. Further- 
more, we cannot look at the back of our 
heads, or get a good view of how we walk, 
particularly a rear view of how we look 
when we are sauntering down the street. 
We do not know how our voices actually 
sound to other people either. 

All of us know how it feels to be in a 
wedding movie. We all make the same 
kind of trite remarks: “Don’t point that 
camera at me . . . you might break it!” or, 
when we see the film later, “Gee, do I really 
look like that?” When we see a camera 
pointed in our direction, we suddenly, and 
with some effort, pull in our mid-section, 
as though we do not want a permanent 
record of how this part of our body-image 
teally appears to others. 

We carry this self-image of ourselves 
around with us all the time. It’s not a very 
realistic image, certainly not the one we 
present to other people in our environ- 
ment. It can readily be understood, then, 
that studying our own self-images is not an 
easy task. 

Many of the ways in which we study hu- 
man behavior have gotten off the ground 
by our taking a look at someone else. And, 
of course, the easiest way for us to proceed, 
once having had the idea, was not to start 
With ourselves (although I hope we can get 
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to that eventually), but, as is the way with 
many studies of man's behavior, with other 
people. Of course, the need for under- 
standing the behavior of persons who have 
been overwhelmed by some kind of be- 
havior disorder is so great that it seems 
justifiable to concentrate on patients, wait- 
ing until later to study ourselves. Eventu- 
ally we will be able to know more of how 
each of us thinks about ourselves in terms 
of body-image, how we appear to other 
people, and what this means from the 
standpoint of emotional stability and ac- 
ceptance of reality. It will be useful for us 
to find out how Self-Image Experience may 
further self-understanding, how it may re- 
late to healthy and unhealthy patterns of 
living, and how this may vary with age and 
circumstances. 

With this bit of background, let me de- 
scribe the first man we photographed. He 
was a chronically ill patient at the Boston 
State Hospital. He was interviewed during 
the picture-taking session by a psychologist 
who had known him for a long time. Typ- 
ically, he showed no evidence of overt anx- 
iety whatsover. In his usual state he was 
somewhat matter-of-fact and appeared this 
way during the interview, which was re- 
corded on black-and-white film, In a cou- 
ple of weeks we showed him the motion 
picture we had made, To our surprise 
and pleasure (because, naturally, we hoped 
he would respond in some discernible way), 
this man showed gross anxiety, both physi- 
ologically and psychologically: he displayed 
nervousness, sweating, hand-rubbing, rapid 
speech, and embarrassment. He seemed 
somewhat awe-struck by what he saw: a 
motion picture of himself. 

A short time later, when Dr. Elvin Sem- 
rad, a senior psychiatrist, psychoanalyst, 
teacher, and experienced clinician (the fel- 
low who helped many of us get started in 
our professional work), first saw the films 
that had been made of the patient just de- 
scribed, he didn't say whether they seemed 
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good or bad or whether we should continue 
the work. He just looked at me and qui- 
etly stated, “Well, it looks as though you 
have cut out about twenty-five years’ work 
for yourself.” And that is exactly what 
seems to be happening. 

Since that time we have seen many pa- 
tients who have had SIE and who have re- 
sponded in one way or another—some dra- 
matically, some only slightly perceptibly. 
But they do frequently change their be- 
havior—sometimes in a short period of 
time, often even in a few days—from acute 
psychotic behavior, in some instances, to 
behavior that would be entirely acceptable 
to anyone. We have also seen persons who 
try their best to deny completely their in- 
appropriate behavior. 

Recently we have not limited our work 
to the study of mentally ill persons. We 
have begun to work with different types of 
persons with behavioral and psychological 
problems. We have started working with 
adolescents who have hemophilia and with 
alcoholic men. 

It is interesting that persons who have 
hemophilia have an outside body covering 
that often shows some indication of a pos- 
sible psychologic disorder. It just happens 
(conveniently for the behavioral re- 
searcher) that hemophilia is a disorder 
passed from mother to son; so, as one would 
imagine, we rubbed our hands with antici- 
pation, thinking we would certainly find 
some interesting psychodynamic factors in 
the total injury-bleeding phenomenon of 
this incapacitating disorder. Our studies 
are leading us in the direction of learning 
about the child or adolescent or adult who 
may bang himself on a chair, for example, 
or may get himself skinned up in one way 
or another, then go to the hospital with an 
acute physical problem that demands emer- 
gency care. There he finds all sorts of peo- 
ple who give him attention, which has been 
prompted by a physical injury that has 

finally resulted in excessive bleeding. Orig- 


FLOYD S. CORNELISON, JR 


inally it may all have started with an ar- 
gument with mother. Being unable to cope 
with this difficult situation, the child with 
the bleeding disorder might take out hir 
feelings on an inanimate object—a chair or 
table—and the result might be severe bleed- 
ing. 

We are trying to find out how people can 
cope with hemophilia when they learn 
more about themselves and their role in 
the progress of the disorder. We are ask 
ing the question whether or not Self-Image 
Experience may increase self-knowledge, 
which should enable persons with hemo- 
philia to adjust to their life-situations more 
adequately. 

Another SIE subject is the alcoholic. We 
have just begun this study. Until 1954 
alcoholics had not been studied or worked 
with in this particular way—that is, with 
Self-Image Experience. The first work was 
done, in France, by a man named Carrere, 
who, for the first time, studied alcoholics 
by showing them motion pictures of them- 
selves taken while they were drunk or suf 
fering from delirium tremens. 

When inebriated, we cannot see ourselves 
as we really are. The drunker we get, the 
less we know how we behave. Someone may 
tell us the next day, and we may agree with 
the account of how we behaved, but actu 
ally we do not remember very much about 
it. We often have a difficult time accepting 
the wild stories we hear about ourselves. 
When we are inebriated, our perception, 
our ability to make any kind of adequate 
judgment, to use discretion, or to under 
stand what is going on are drastically im- 
paired. i 

The genuine alcoholic—the person with 
the problem—has a severe disorder, He 
is not someone who has a few drinks and 
Says, "Well, I won't have another one t% 
day.” No, he or she is someone who has 
been incapacitated by alcoholism, who has 
for many years been unable to keep a job— 
who may have started off in adult life with 
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a good job and proved his performance, 
then lost his job, his family, his position, 
and his reputation—and who is still on the 
bottle. He may have been to a number of 
institutions and therapists trying to get 
help but, unfortunately, may have met with 
little success. This is the type of person 
we are beginning to study. We don't know 
the results yet, but we do know that we 
have found a technique that is going to be 
very fruitful. 

What we do is simply this: We ask the 
alcoholic to participate in our study, then 
get his written permission to photograph 
him, and then show the films to him. We 
enlist the interest and support of available 
relatives also, so. that everybody under- 
stands what we are trying to do. Then we 
hospitalize the subject briefly, sometimes 
for a week or more. After the subject is 
completely sober, communicative, and able 
to try to work with us and think with us, 
we ask him to sit in front of a motion pic 
ture camera (with color and sound) and to 
drink his favorite alcoholic beverage until 
slightly drunk. 

The first man who did this couldn't be- 
lieve it. He had been drunk off and on for 
many months. Now he was finally sober, 
and this was difficult for him to accept. He 
sat down at a table, the cameras were 
turned on, and the interviewer, Dr. Alfonso 
Paredes, director of the SIE Alcoholic Proj- 
ect, handed him a glass of yodka. The look 
on the man’s face was one of awe. He could 
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hardly believe his eyes and ears—the au- 
dacity, the irony, the incredibility of some- 
one in a hospital offering him alcohol! He 
licked his lips and accepted the drink. He 
drank, became slightly drunk, and was 
filmed during the interview. After he had 
sobered up, the subject was shown the mo- 
tion pictures of himself—something he had 
never seen before. His response was noth- 
ing short of dramatic. Since then his in- 
terest in himself, his ability to work with 
the therapist, his improved daily work pat- 
tern, his diminished drinking—all suggest 
a definite change for the better. 

Of course, we are just starting this work, 
so I would not dare try to predict any long- 
range results. But, believe me, we've al- 
ready learned that Self-Image Experience 
is a tremendously powerful technique for 
reaching the alcoholic. To date the three 
subjects who have participated in this proj- 
ect have made noticeably favorable changes 
in their lives. Two of them have regular 
jobs, have begun to work after being on 
the sidelines for many years. 

What this really means no one can yet 
say. Anyone who has worked with alco- 
holics knows that sometimes things seem 
very “rosy,” and then sometimes they go in 
the other direction. We will wait to see 
what this study can tell us, All we know 
at this point is that Self-Image Experience 
seems to be a highly motivating experience 
for alcoholics. 
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About twenty-five years have passed since 
infantile psychosis was independently de- 
scribed by Rank and Putnam in Boston, 
Kanner in Baltimore, and Bender in New 
York City. Initially this psychosis appeared 
to be an irreversible, malignant, grotesque 
condition. There was little prospect of its 
being treatable by methods available in the 
1940's. 

Rank and her co-workers considered this 
condition to be understandable as a dis- 
tortion of mother-father-infant interaction 
and proceeded to develop a sound theory 
of etiology and psychodynamics and a ra- 
tional basis of therapy for parents and 
child. With sustained support from the 
Scottish Rite Schizophrenia Research Pro- 
gram and from the National Institute of 
Mental Health, 170 families have been in- 
tensively studied at the Putnam Children’s 
Center, Boston, Mass., by psychoanalysts, 
psychiatrists, psychologists, pediatricians, 
ee 
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Infantile psychosis 


Overview of studies at the 


James Jackson Putnam 
Children’s Center 


social workers, and nursery school teachers. 
This represents the largest known series in 
studies of this kind in the world. Intensive 
treatment has been given on an outpatient 
basis in half of the families in the series, 
which has made possible follow-up study 
of 95 per cent of the entire group. The 
resulting information has illuminated the 
natural history of infantile psychosis. 
One-third of the children formerly con- 
sidered to be hopeless have been restored 
to academic and social life. The best 
therapeutic results have been achieved in 
children whose psychotic development ap- 
peared to be a reaction to a sustained emo- 
tional crisis in a family that was previously 
stable. Less favorable therapeutic results 
have been found to correlate directly 
with the incidence of organic, metabolic 
abnormalities. 1 
The Putnam Center is currently contin- 
uing to treat children with infantile psy 
chosis in an ongoing program of refining 
diagnostic precision and experimenting 
with an ever-widening use of non-medical 
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therapists. More than 250 physicians have 
come from all parts of the United States 
and the world to be trained at the center, 
particularly because of the approach to 
the treatment of infantile psychosis de- 
veloped by Mrs. Rank and her associates. 

Several hundred thousand persons among 
the five million in the United States who 
have been classified as “retarded” may well 
have been given that diagnosis erroneously 
and may actually represent unrecognized 
cases of infantile psychosis, which simulates 
retardation during the preschool years. 
This is the considered opinion of the clini- 
cal staff at the Putnam Center, based upon 
evaluation of 170 children originally desig- 
nated as “children with atypical develop- 
ment” who were actually victims of infan- 
tile psychosis, Their seeming retardation 
of intellect and social functioning was 
diminished by therapy at the center. In 
fact, many of these "pseudo-retarded" chil- 
dren have proved to be of superior intelli- 
gence, and to be able to utilize this in- 
telligence after therapy. 

The symptoms of infantile psychosis may 
simulate the bizarreness of the toxic state, 
the dullness and withdrawal of several 
metabolic, organic, hereditary forms of re- 
tardation. Much valuable time may be 
Wasted in the finer points of symptomatic 
diagnosis or in trying to treat symptoms, 
such as prescribing speech therapy for a 
Psychotic child who refuses to speak be- 
cause of emotional factors or psychologic 
reasons. Deafness is the condition that is 
most often confused with symptoms of in- 
fantile psychosis. 
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"Therapists at the center have observed 
similarities in the history of the mother- 
child interaction during the first two years 
of life in mothers of so-called "retarded" 
children and mothers of children with in- 
fantile psychosis. A common finding in 
both groups is the experience of prolonged, 
subclinical depression following the birth 
of the child—usually not severe enough 
to compel medical intervention, but suffi- 
cient to compromise the quality and élan 
of mothering, creating what we call the 
"underwhelmed child." 

Old theories of maternal hostility and 
rejection of the child are no longer taken 
seriously at Putnam Center. The children 
with infantile psychosis receive adequate 
care for their vegetative needs, but en- 
counter difficulty in having their emotional 
“pilot light" ignited by a mother burdened 
by chronic “blues.” 

The public health implications of the 
center's findings about infantile psychosis 
are being given increasing attention. Clini- 
cians believe that prevention of both 
pseudo-retardation and infantile psychosis 
can be achieved through physicians’ in- 
creased awareness of subclinical depression 
in mothers. The critical “uncovered 
period” for such mothers occurs from the 
time the obstetrician relinquishes his care 
and during the next two years, when the 
child is likely to be the focus of attention 
of a pediatrician, There are many en- 
couraging signs that, in the “new pediatrics 
of tomorrow,” the pediatrician will assume 
responsibility for both mother and child. 


GERALDINE RICKARD, Ep.D., BOSTON, MASS. 
HASKEL COHEN, Pu.D., BOSTON, MASS. 


Within the framework of the current em- 
phasis on prevention in mental health, two 
issues are of concern to researchers in child 
development. 

Germane to the issue of “preventive” 
mental health is knowledge of what is, in 
fact, “good” mental health. What are the 
first signs that all may not be well with a 
child? What specific aspects of a child's 
behavior or what concrete attitudes may 
indicate a severe or an incipient emotional 
problem? These questions call attention 
to the importance of our having more ob- 
jective, verifiable knowledge than we do 
today regarding what is the normal, ex- 
pected behavior of children at various ages 
in relation to their emotional development. 

A second concern is the matter of early 
and facile detection of children who may 
be in need of emotional guidance. We 
know that the sooner an emotional prob- 
lem is handled, the better the possibility 
of cure. We know, too, that many times 
diagnostic studies reveal that children are 


EEE 
Dr. Rickard and Dr. Cohen are with the Depart- 
ment of Psychiatry, The Children’s Hospital Medi- 
cal Center, Boston, Mass. 


590 


finally referred for treatment of s 
emotional problems long after the ac 
overt manifestations of these problems’ 
appeared. M 
In order to determine which chi 
may be in need of emotional guidani 
to have information concerning the 
mal, a quick screening instrument for 
tecting deviations from the norm is € 
tial. du 
Since there was no existing ins me 
that met the criteria necessary for such 
instrument, we developed one. In t 
paper I shall briefly describe the i 
ment, which is called the Tasks of E 
tional Development Test, or, simply, 
T.E.D. Test. This is a projective techniq 
The development of the T.E.D. T 
based on the following conceptualizati 
One can view the personality developm 
of children by assuming that personalit 
development takes place through the d 
tery of a series of tasks of emotional 
velopment and that certain of these 
are more closely related to one of the th 
age-level periods: pre-school, latency | 
6 through 11), and adolescence. The | 
zation of the developmental-task appro 
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is one way to evaluate the emotional health 
of a child. 

We have selected for long-term study 13 
of the tasks that Gardner + ? lists as crucial 
in the emotional development of all chil- 
dren for them to make an adequate ad- 
justment to life. "This report deals with 
the first phase of our research, i.e., six tasks 
of children aged 6 through ll. These six 
tasks of emotional development are: (/) 
the ability to socialize within the peer 
group; (2) the ability to trust people; (3) 
the ability to control and accept aggressive 
feelings; (4) the establishment of positive 
attiudes toward academic learning; (5) the 
establishment of conscience with respect to 
the property of others; and (6) the ability 
to separate from parental figures. To mea- 
sure a child's emotional health, we need 
to know what his mode of response to these 
developmental tasks is. 

The test consists of photographs of chil- 
dren and adults that specifically represent 
the selected emotional developmental tasks. 
Each photograph was designed to meet the 
following criteria: 

l. It is as specific as possible in relation 
to the task of emotional development under 
study. 

2. It is neutral with regard to the expres- 
sion and affect of the people in the picture 
(unless it should be otherwise to meet the 
first criterion), and ambiguous with regard 
to the outcome suggested by the picture. 

3. It depicts a youngster roughly within 
the age level to be studied and of the same 
sex as the subject, so that the child telling 
the story may make a ready identification 
with the child in the photograph. 

We have developed one set of pictures 
for boys, and another for girls. We have 
constructed objective rating scales for each 
task. The stories the children tell in re- 
sponse to each photograph are scored ac 
cording to these rating scales. 

Each scale for each task has five dimen- 
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sions: (1) perception, (2) outcome, (3) affect, 
(4) motivation, and (5) spontaneity. Each 
of the five dimensions has five subdivisions, 
with numbers in an ordinal ranking from 
more mature to less mature development. 

The scales are so phrased as to avoid 
the use of technical language. This is done 
to facilitate translating story responses into 
scores and to simplify the rating of stories 
by people without clinical training, 

The issues of reliability and validity are 
pertinent to the development of a new 
instrument, 

Reliability of the scores obtained for the 
first six pictures for the age group studied 
has thus far been determined by each of 
the investigator's rating stories separately 
and then discussing the scores. By this 
method, agreement has been reached in 
95 per cent of the stories so rated. Test- 
retest reliability is being investigated. 

Validation of the scores for five of the 
first six tasks has been accomplished for 
boys. Chi square tests in a randomly 
selected sample of 317 subjects, a third of 
whom have known problems, have shown 
that children with known problems in 
socialization, trust, aggression, learning, and 
separation are statistically more likely to 
have lower scores on the rating scales than 
children of a heterogeneous school sample. 
Chi square values were below the 0.001 
level of significance for five of the six tasks 
studied. The one task that was not signifi- 
cant was that regarding the property of 
others. We have the impression, from a 
qualitative analysis of data on normal sub- 
jects, that in our culture the establishment 
of conscience with respect to property 
develops at a later age than previously 
thought. 

It has been demonstrated, therefore, that 
the T.E.D. Test enables one to detect chil- 
dren in the age group 6 to 11 who have 
difficulties in the following areas: (1) social- 
izing with peers; (2) trusting adults; (3) 
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handling anger with peers; (4) learning 
academic skills and knowledge; and (5) 
being independent and feeling safe away 
from parents. 

"Though the test was developed to collect 
data for study of the emotional develop- 
ment of normal children, it has been found 
useful as a quick screening instrument for 
discovering children who have emotional 
problems. 


RICKARD AND. 
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Genetic counseling and 


preventive psychiatry 


Prevention of mental illness is intimately 
associated with insight into its etiologic 
pathways. In considering the role of gene- 
tic factors in a preventive program, I will 
repeat, therefore, what I stated in my other 
paper (page 513): that the contribution of 
the genes—heredity—and the influence of 
the surrounding world at every level— 
environment—continually interact to pro- 
duce what we observe as health or as dis- 
order. Research conducted in order to 
discover the most crucial aberrations in this 
interactive process will eventually provide 
the most definitive preventive measures. 
Meanwhile, preventive measures in men- 
tal disorder, and specifically in schizo- 
phrenia, based on the existing body of in- 
formation regarding genetics, consist (a) of 
modifying the environment in which gene- 
tic influences operate, and (b) of helping 
vulnerable families that need to make de- 
cisions about marriage or parenthood. 
These two measures are by no means 
unrelated, Environmental modification 
may extend from areas of diet to vocation, 
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but its most important focus is the family. 
Regardless of hereditary factors, the birth 
of a child to one or two schizophrenic par- 
ents establishes a family setting that is 
certain to be noxious for the child. In 
addition, if the parent, or parents, have 
problems of dependency and weak ego 
strength, the responsibility of motherhood 
or the tribulations of fatherhood may be 
too much for them to deal with at any 
given time. What I am saying is that, 
when it comes to genetic counseling in 
schizophrenia, genetic considerations and 
environmental considerations coincide. 
Provided the counselor is a good psychiat- 
rist as well as knowledgeable in genetics, 
he may draw upon both disciplines and 
render his services in à helpful, psycho- 
therapeutic fashion. 

The emotional valence of decisions re- 
garding marriage and parenthood is very 
high, and the consequences of these deci- 
sions are profound. Families with doubts 
or questions need access to trained profes- 
sional persons able not only to elicit the 

inent facts and evaluate them properly, 

but also to convey their implications with 
empathy and the proper amount of guid- 
ance, so that the ultimate choice will foster 
mental health and help to prevent mental 
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disorder. The medical, legal, religious, 
and psychologic implications of such con- 
siderations as birth control, voluntary 
sterilization, therapeutic abortion, artifi- 
cial insemination, and legal adoption must 
be familiar to the person doing counseling. 
Both the genetic and psychiatric aspects of 
heredity counseling should be familiar to 
physicians so that they may be able at 
least to refer families to qualified counselors 
or services, The provision of genetic coun- 
seling represents the direct link between 
medical knowledge in genetics and the pa- 
tient and his family. 
In addition to furnishing genetic coun- 
seling in a psychotherapeutic setting, the 
Department of Medical Genetics at the 
New York State Psychiatric Institute is con- 
ducting a major survey of changing 
marriage and fertility patterns in schizo- 
phrenia! One of the main purposes of 
this survey is to provide, as a background 
for counseling, a measure of the magnitude 
of the need for such service today. 'The 
risk of schizophrenia in the general popu- 
lation is about 1 per cent; but, for the 
brother or sister of a patient, it is 14 
per cent; for the child of one parent diag- 
nosed as schizophrenic, 8 to 16 per cent; 
and for the child of two affected parents, 
53 to 68 per cent. For the present pur- 
pose, it is not as pertinent to be concerned 
about whether one chooses to consider this 
difference in the etiologic framework of 
à genetic theory or as a purely environmen- 
tal phenomenon as it is to realize that the 
fertility of schizophrenic patients is clearly 
correlated with the future incidence of 
schizophrenic illness and, on the individual 
level, with grave psychiatric family prob- 
lems. "There is a calculable health risk for 
children born and reared in such predict- 
ably unstable homes or displaced for vari- 
ous lengths of time to foster homes or 
other substitute shelters; 
"To study the marriage and fertility 
trends, we are considering two samples of 
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patients drawn from New York S 
pitals, consisting of approximately | 
patients admitted between 1934 and 
or between 1954 and 1956. Th 
groups have been uniformly compared 
consistently diagnosed. The first s 
was hospitalized before, and the 
following, the introduction of the 
treatment methods currently used (el 
convulsive therapy, insulin, drugs, m 
therapy). It was possible, therefore, 
gather comparative data on some of 
variables shaping present reprodu 
trends in schizophrenic families. 
Among the main changes so far m 
in this study were an increased ma 
rate at the time of admission and a 
proportionate rise in the number of 
riages that, in the later survey period, 
ended in separation or divorce. The 
crease in the marriage rate was relatiy 
greater than the one reported for the 
eral population. In addition, an in 
in reproductivity, as measured by th 
age number of children per person, 
noted. In absolute number, this incre 
amounted to 60 children for every M 
women, practically double the corresp 
ing rate of increase for the general poj 
lation. Put another way, the reproducti 
rate of schizophrenic women showed. 
relative increase of 86 per cent where 
that of the general population increas 
by only 25 per cent. Expressed as a pe 
centage of the general population 
ductivity rate for females, the given 
crease raised the reproductivity of 
phrenics from 58 per cent that of the 
general population in the earlier period 
to 87 per cent that of the general popula- 
tion in the later one. ie 
The significance of these data in terms. 
of the health prospects of future gene 5 
tions was emphasized by the following ad 
ditional observations: 4 
1. The fertility rate for the brothers 
sisters of schizophrenic hospital patients 
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was also found to be increased; moreover, 
this finding pertained to both schizophrenic 
and non-schizophrenic brothers and sisters. 

2. A similar upward trend was observed 
in dual matings (marriages between two 
schizophrenics), and there was a relatively 
high reproductivity rate for these matings. 
Specifically, the observed dual-marriage 
rate exceeded 2 per cent of all marriages 
contracted by our two samples of patients 
and was thus significantly higher than was 
statistically expected. Considering the 
minimal home-building power and short- 
lived duration of such unions, this high 
rate was likely to have had a disturbing 
effect on the offspring. In a consecutive 
series of 32 dual matings, only two mar- 
riages were found to have produced home 
milieux that could be classified as unbroken 
or not chaotic. 

3. It has been clear that an increasing 
number of children born to schizophrenic 
patients will grow up in broken homes and 
contribute to the steadily increasing num- 
ber of battered children who require pro- 
tective custody because of neglect or mal- 
treatment. Many of these children have 
been found to be either reared in homes 
that housed a schizophrenic or displaced 
for various lengths of time to the homes 


of relatives, to foster homes, or to shelters 
and other types of institution. Nearly half 
of the dual-marriage children born after the 
mother's first hospitalization (48.9 per cent) 
were found in our study to require the in- 
tervention of child-care agencies? 

It may be stated, in conclusion, that the 
proportion of schizophrenics in future gen- 
erations can no longer be expected to de- 
crease gradually because of limited repro- 
ductive capacities, as the reproduction of 
the present population of schizophrenics 
approaches that of their non-schizophrenic 
contemporaries. This development re-em- 
phasizes the need for family guidance 
programs and marriage and parenthood 
counseling. 
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Citizens in mental health— 
| What are they for? 


uH age has its cherished beliefs, and One explanation is that this association, 
very time has its watchwords. In our this emphasis on the role of the citizen, has 
time, in the mental health field, we too developed because we recognize very clearly 

have our watchwords. For example, "com- that mental illness, emotional disturbance— 
f munity”. is a magic word that must be in- no matter how much we preach to the con- 
cluded in every mental health plan, in trary—really is quite different from physi- 
every application for funds, in every speech. cal illness. An anxiety neurosis is not at all 
There are other sacred words, such as “com- like a broken leg or a case of measles; 
prehensive” or "continuity of care.” One there's no resemblance. In our bones, we 
that is becoming very prominent is "citi- know that emotional disorder is different 


zen,” We hear about citizen participation in two very important ways. 
and citizen involvement all the time. What First, emotional disorder seems to be 
are we talking about? What place does the caused largely by what happens between 


citizen have in mental health? And why Petson and person, and it is alleviated in 
the same way. Interactions among people 


| do we find more interest in the citizen's fey idan} T 
role in mental health thamdmvombepiiels iMi DUM ce, 
of medici p between mother and child or between 
h icine? We have a National Associa- $ Mi 
tion for M q motherless child and someone else; inter- 

‘or Mental Health, but no National : iv: d 
Associati -. .., actions among members of a family; inter- 
us cration for Neuro Citizens’ actions between a poor family and a well- 

ett for the Advancement of Gyne- to-do community, or between a Negro 
d How is it that citizens are associ- family and a rejecting white society. We 

; so closely with mental health? believe that disturbed persons can be 

lig SOE | p DEA C QUE COP Nee therapist 
and patient, between caseworker and cli- 
ent, between teacher and pupil, and be- 

- This paper i ‘ tween the total staff of a mental hospital 

peent aeo A moaier vete STS patients. The causes and cures of 


Mental H à i 

; y ealth Association of Greater Chicago on 1 

April 28, 1966, emotional disorder seem really to be much 
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more social than medical—although, ob- 
viously, there are genetic, organic, and 
other aspects that are clearly within the 
province of medicine. 

The second point is that the manifesta- 
tions of emotional disorder also do not fit 
the medical model. We don't see lesions, 
changes in the size of organs, fluctuations in 
temperature, or palpable physical change. 
The way we decide that someone is emo- 
tionally disturbed is by the way he talks and 
the way he acts. We say a person has a 
mental health problem because he talks 
funny, he seems nervous, he acts crazy. 
And all of this is in terms of his social be- 
havior, the ways in which he interacts with 
other people. 

So it appears that the symptoms, the 
causes, and the cures of emotional disorder 
are not purely medical. They have a heavy 
loading—indeed, perhaps a primary load- 
ing—of social factors. The problem is 
then much more understandable as a social 
problem than as a technologic one, a prob- 
lem of society rather than simply of pro- 
fessionals, a problem of the community 
and, therefore, ultimately a problem for 
the citizens of the community. "That's why 
it's very appropriate for citizens to be so 
much more involved in mental health than 
they are in radiology or obstetrics, And 
that’s why, when we list the heroes of men- 
tal health, we list not only the doctors—the 
Pinels, the Freuds, the Menningers—but 
also the citizens—Dorothea Dix, Clifford 
Beers, Albert Deutsch. 

So citizens belong in mental health, right 
up to their hips. But what should they 
do? A suggested answer to that question 
can be summed up in four words, four 
verbs: help, act, worty, decide. In mental 
health, citizens should be helping, acting, 
worrying, and deciding. 

Let us begin with helping, because that’s 
what we're most familiar with. As citizens 
we help by volunteering our services on 
wards, by fund-raising, by collecting gifts 
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and furniture, and by interceding for jobs 
for discharged patients. We act as aux. 
iliaries to the mental health professionals in 
a variety of ways. Sometimes it seems 
that's all we are, an auxiliary—a ladies’ 
auxiliary, so to speak, for the psychiatrists 
and psychologists’ marching society. 

There are other, more active, ways that | 
we can help mental health agencies and 
professionals. Citizens can act as guides | 
and middlemen. There are many of us in 
mental health who come out of our offices 
or our hospitals like moles blinded by the 
sunlight, and we really don’t know our way 
around. Some of us are ashamed to admit 
it. We need help and guidance. It would | 
be very nice if some gentle citizens would 
take us by the hand and, in a kindly, en- 
couraging, nonthreatening—one might say 
"therapeutic—way, show us around the 
town a bit. Help us understand what 
things are all about, how the big world 
really works. Not many will be motivated 
enough to ask for such help. But citizens 
should reach out and help these unmolr 
vated professionals anyway. It’s a very im- 
portant citizenly function that today is not 
being properly fulfilled. 

The second verb is act; and, since we're 
concerned about social problems, bc 
should be equally concerned with social 
action. Social action can mean, and should 
mean, a great deal more than lobbying for 
the department of mental health budget 
Lobbying is, of course, a very important 
job for citizens, and without it we would 
not have all the exciting new. programs 
that are being currently developed. 

But there are other areas of concern that 
require intervention on behalf of the men- 
tal health of the public. In recent years, we 
have had placed on our shoulders a terrible 
burden of knowledge that should be weigh- 
ing heavily on every one of us. I am re 
ferring to the new and persuasive research 
findings from New York, New Haven, 
Nova Scotia, and other areas that have 


| 


Citizens in mental health 


shown us the tight and inexorable linkage 
between emotional disorder and social con- 
ditions. We have learned that poor hous- 
ing, unemployment, racial discrimination, 
and all the accompaniments of poverty run 
together as very close companions of the 
problems of mental health. These are social 
conditions that cannot be dealt with by 
tranquilizers or psychotherapy. Those of us 
who are mental health professionals have no 
special competence to eradicate slums, to re- 
duce unemployment, to achieve racial inte- 
gration in our schools, These are matters 
for community action, community decision. 
And citizens who are concerned about men- 
tal health have a special responsibility to 
make their yoices heard on these matters. 

We must make it plain to the community 
that our schools have to be integrated—not 
only because it is right and a matter of 
racial justice and equality, and not only 
because it is educationally sound and desir- 
able, but also because it’s a matter of sound 
mental health. Segregated schools do pro- 
found damage to the ego and self-esteem of 
children; they are a severe mental health 
hazard to Negro and white children alike. 
Therefore, as citizens concerned with men- 
tal health, we have a heavy responsibility 
to act in behalf of school integration. 

The same principles apply to problems 
of housing and urban renewal. Slums, 
overcrowding, dilapidated buildings, cruel 
and disruptive urban renewal programs of 
demolition and relocation—these are men- 
tal health issues as well as poverty and civil 
Tights issues. Citizens who are concerned 
about mental health necessarily have a 
stake in housing problems. In good con- 
science we cannot leave these problems to 
the Saul Alinskys and the Martin Luther 
Kings and the Jesse Grays. We must also 
be prepared to act, and to act on the basis 
of sound principles of promoting mental 
health. 

Additional issues could be listed—un- 
employment, discrimination, substandard 
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wages. We now know beyond question 
that these are severe mental health hazards. 
We have the responsibility to act and to 
act vigorously to eliminate the hazards. 

So much for helping and acting. We 
come next to worrying. As citizens, we 
should spend a great deal of time worrying, 
worrying about the manpower shortage, 
the fate of patients in mental hospitals, 
the plans for new programs, the effective- 
ness of clinical services. Citizens in gen- 
eral—and the mental health associations 
in particular, às the special voice of the citi- 
zen—have a responsibility to protect the 
interests of the consumer, the welfare of the 
patients and those persons who might be- 
come patients. 

This is the issue of accountability. To 
some, it appears to be a delicate issue, in- 
volving questions of trust and faith. To 
some people, to worry about the effective- 
ness of services and the planning of pro- 
grams means that one distrusts the profes- 
sionals who have the responsibility for 
providing the services. But consider some 
analogies: Because we have a sealer of 
weights and measures to check the accuracy 
of scales, does that mean that we all dis- 
trust our butcher? Because we have a 
Supreme Court to assess the constitution- 
ality of laws, does that mean we distrust 
our Congressman? Because your wife looks 
over the tomatoes she buys, does that mean 
she distrusts your vegetable man? 

In the American system, we do not be- 
lieve, and never have believed, in the con- 
cept of undiluted authority. We always 
set up systems of checks and balances. We 
believe in getting what we pay for and have 
no hesitation about checking the quality 
of what we buy. And this is very sound 
psychology, very sound mental health, if 
you will. Professionals, too, are human 
beings with human weaknesses. We can, 
and we do, develop vested interests. We 
can, and we do, engage in special pleading. 
If we're responsible to no one but our- 
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selves, we can become careless, eccentric, 
slothful. 

Therefore, professionals must always be 
held accountable for what they do, and it 
is up to the citizens to hold the profession- 
als accountable. The citizens have to make 
us who are professionals toe the mark. 
Citizens must start worrying and keep 
worrying—worrying about policies, about 
programs, about effectiveness. We profes- 
sionals always think we're doing a good job, 
because, in the main, most of us are doing 
the best we know how. It's up to the 
citizens to keep the pressure on, to force 
us to do better, because, today at least, 
even the best is not good enough. So keep 
worrying. 

That leads us directly to the final word— 
deciding. In the judgment of many, the 
citizen must be involved not merely in 
helping, acting, and worrying, but in the 
actual decision-making process. In a 
much-quoted remark, Clemenceau once 
said that war is too important a matter to 
be left to generals, Many observers would 
agree that mental health is too important 
a matter to be left to psychiatrists, psy- 
chologists, and social workers. The deci- 
sions that are made in this field reverberate 
through the community. They are deci- 
sions that require the best thinking of 
everyone concerned, professional and citi- 
zen alike, 

However, just as we cannot leave deci- 
sion-making completely in professional 
hands, we cannot leave it in the hands of 
a narrow and unrepresentative group of 
citizens. Too often we find that our local 
mental health association is made up of an 
exclusively middle-class membership and, 
in metropolitan areas, a largely suburban 
membership. In America, the average fam- 
ily income is approximately $6,000 a year. 
Among those persons reading this article, 
is there more than a handful of people 
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whose own income falls below this mid. | 
point? And is it not a safe guess that the 
great majority lives in the suburbs? So, 
when we talk about accountability and 
participation of citizens in the decision | 
making process, we have to look to the 
task of cleaning our own house—to the 
task of broadening the base of citizen in- | 
volvement. 

When we talk about citizens in the deci: 
sion-making process, many people start | 
worrying about what they call politics. 
They say, "We mustn't let politics get 
mixed up with mental health." How do 
we go about keeping politics out of mental 
health? It may be shocking to say that we 
don't keep politics out of mental health, 
or that we can't keep it out, or even that 
we shouldn't keep it out. 

Everyone involved in the mental health 
field at one time or another has lobbied in 
behalf of mental health—for a bill, a 
budget, a clinic in the community. That's 
politics. 

And it's no secret that, in many states, 
the jobs in the institutions run by the men 
tal health authority represent a major 
source of patronage. "That's politics. 

Certainly, in recent elections, candidates 
have talked a great deal about mental 
health and what they would do to advance 
the cause. That's politics. 


We must face the fact that participation 
€ 


of citizens in decision-making and in 
policy-setting is politics. "That's what poli- 
tics is all about. And to exclude citizens 
from the process is equally political. Why 
should mental health be excluded from the 
process by which we shape policy about ed- 
ucation, roads, zoning, police protection, 
and all the other functions of the com 
munity? à 

One man's politics is another man’s 
democracy. 
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A. L. SEALE, M.D., PINEVILLE, LA. 
RONALD S. PRYER, Pu.D., PINEVILLE, LA. 
W. S. EASTERLING, M.D., PINEVILLE, LA. 


The state hospital in the 
“bold new approach” 


to care 


During the past few years, we as a nation 
have taken a close look at the casualties 
of human behavior and the imperfections 
of the birth process. The findings have 
been made known to all of us; and, as a 
result, national action has been taken, and 
bold new approaches" in mental health 
have been proposed. 

Much credit for this movement is due 
to the work of the Joint Commission on 
Mental Illness and Health, which was es- 
tablished in 1955 to encourage research and 
a re-evaluation of all aspects of our re- 
sources, methods, and practices for diagnos- 
ing, treating, and rehabilitating the men- 
tally ill, The final report of this Joint 
Commission has been recognized by the 
American Psychiatric Association and by 


UEDA bien) e a 
Dr, Seale is superintendent, Dr. Pryer is chief of 
Psychological services, and Dr. Easterling is direc- 
i of training and research at Central Louisiana 
tate Hospital, Pineville, La. 

oe Paper was presented at the meeting of the 
American Psychiatric Association, New York, N. *i 
in May 1965, 


of the mentally ill 


many other organizations and associations 
as a historical contribution to the promo- 
tion of mental health. 

Many developments have had a part in 
the present public, professional, and gov- 
ernment determination to ensure better 
treatment for the mentally ill and retarded, 
However, there is little doubt that the ma- 
jor stimulus was that of President Kennedy 
when he delivered to Congress the first mes- 
sage on mental health and mental retarda- 
tion ever submitted by a Chief Executive of 
this nation. In that message he urged: 
“The time has come for a bold new ap- 
proach.” The recommendations of the 
Joint Commission and President Kennedy's 
message to Congress have resulted in na- 
tionwide planning for a network of ade- 
quately staffed, community facilities for 
preventive, diagnostic, therapeutic, and re- 
habilitative services. 

‘Along with our determination to provide 
adequate patient care closer to home have 
come widespread speculation and, in some 
cases, dogmatic statements about the future 
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role of the traditional public mental hos- 
pital. Some have said that these hospitals 
should be limited to a thousand beds for 
psychiatric patients with chronic illness, 
leaving the care of the acutely ill to the 
community. Others have proposed con- 
verting them into facilities for the care of 
chronic physical disease as well as chronic 
psychiatric illness. At any rate, a large seg- 
ment of our professional population seems 
to be anxious to blot out the memory of the 
large state mental hospital. 

What these people are advocating would 
be analogous to killing the “goose that laid 
the golden egg," and would leave new fa- 
cilities and services in the community iso- 
lated and without the guidance and sup- 
port of the wise and experienced staff of an 
established institution during the course of 
their development, Although this analogy 
may not have been used by others, the reali- 
zation that new centers should have the 
benefit of leadership from our established 
institutions is not an original idea. Indeed, 
during the past year many of our colleagues 
in mental health have been stressing this 
very point. 

Many of the proposed "bold new ap- 
proaches" to mental illness hàve been de- 
veloped and pioneered by state hospitals 
located. throughout the country—hospitals 
that have long ago discarded the custodial 
role and responded to the challenge of 
meeting the need for comprehensive care. 
Some state hospitals have long since ven- 
tured into the community and proved the 
effectiveness of day and night hospitals, 
halfway houses, aftercare services, and com- 
prehensive community mental health pro- 
grams. 


A State Hospital and Community Clinics 


The State of Louisiana has three public 
mental hospitals. Central Louisiana State 
Hospital has a current census of about 2,700 
patients and receives patients from ap- 
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proximately two-thirds of the state’ 
graphical area. Under a recent Na 
Institute of Mental Health plan 
Louisiana set up interagency ment: 
planning councils throughout the 
assess present services and determine futu 
needs. Plans were developed for a n 
of comprehensive mental health tre 
centers, with one such center to be 
in each of the state's nine mental hi 
regions. ‘ 

Important groundwork for such a 
had been laid during the preceding 
Some of the experiences of Central. 
pital through that decade and to th 
ent time are presented here to demo: 
that public mental hospitals haye a 
indispensable role to play in the 
work of services required to care for 
mentally ill. Essentially this role 
of dynamic leadership, providing 
motivation, and resources that cannol 
the foreseeable future, be found elsewh 
especially in rural districts. 

In 1953 the Governor of Louisiam 
up a mental health planning commi 
and acquired the services of Dr. Da 
Blain as its chairman. One of the mi 
recommendations of that committee 
the establishment of community-based 
ics throughout the state. Within two 
a community clinic was established 
Southwestern part of the state, where 
struction of a fourth mental hospital | 
been considered. The unit was to 
developed and administered under thi 
rection of Central Louisiana State Hi 
which had been involved in the inil 
planning. The purpose was to est: 
a center to meet the needs of patien 
whom hospitalization could be avoided 
to provide screening and aftercare 
for those requiring residential treatm 

Hospital and community pe 
worked together to develop the centé 
it was opened in 1955. By 1962, 
spread community interest promoted 
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construction of a modern, well-equipped 
facility for the treatment center. 

In the beginning, the hospital noted an 
increase in admissions from the area of ten 
or twelve parishes (counties) covered by 
the center; but, at the same time, a re- 
markable reduction in. that area's read- 
missions to the hospital began to be appar- 
ent. The cost of treating patients in this 
center was about one-tenth that of treating 
them in a mental hospital. Also, with an 
experienced staff, there were no administra- 
tive problems, in spite of the center's 100- 
mile distance from the parent hospital. 

With the success of the first center demon- 
strated, Central Louisiana State Hospital 


was given the opportunity to establish a 


second center, in 1959. This center, located 
in a renovated apartment building just 
“across the fence" from the hospital, had 
far more advantages than the first center. 


In addition to better physical beginnings, 


it also had immediate help available from 
the hospital in personnel, materials, equip- 
ment, and other necessities. 


Relationship between Hospital, and 
Community Centers 


It has been stated that both of these 
initial community centers began under the 
hospital’s administration and utilized per- 
sonnel from the hospital's staff. Aside from 
the fact that the hospital pushed for the 
construction of the centers and was ex- 
pected to prove their success, there were 
several reasons for this relationship be- 
tween the hospital and the treatment 
centers: (1) Shortage of professional man- 
Power within the state and. a desire to 


ensure co-ordination between. services of 


the satellite clinics and the area's residen- 
tial treatment facility made the hospital 
the logical administrative and personnel 
director of the clinics. (2) The merit of 
hospital personnel within the clinics was 
readily. apparent, for these people knew 
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both the programs available in the hospital 
and the services needed at the community 
level for preventing hospitalization or pro- 
viding aftercare for the convalescent pa- 
tients. 

It soon was clear both to the hospital 
and to the parishes served by the com- 
munity centers that these centers were à 
vital addition to the state's mental health 
services, Using the centers as stepping- 
stones, we began pilot projects to demon- 
strate how mental health services could be 
provided within a community itself. From 
one of the centers, a psychiatric social 
worker was detailed one day a week to 
work with aftercare patients in and around 
a specific community.* From the other 
center, a psychiatric nurse traveled. one day 
each week into a parish (county) for con- 
sultation in precare and for follow-up of 
convalescent patients. 

These various inroads into the com- 
munity emphasized the “open door" phil- 
osophy of the hospital. Isolation of the 
hospital was disappearing, fences went 
down, and more and more wards became 
“open.” Training programs were changed 
to emphasize remotivation rather than cus- 
todial care of chronic patients. Increasing 
community acceptance was noted through 
voluntary admissions and increases in fos- 
ter home and nursing home placements of 
chronic patients. 

It was felt that the relationship between 
the hospital and the community ‘dinics 
provided several advantages in “continuity 
of services. Perhaps the most important 
ingredients for continuity of care for hos- 
pital patients are an available resource for 
precare and aftercare and communication 
between this resource and the hospital. 
The close association between the hospital 
and the clinics helped establish the com- 
Br MAS 

* This project has been described by Katharine B. 
Mishler in SK&F Psychiatric Reporter, January- 
February 1963, Number 6, p. 11. 
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munication needed to co-ordinate precare, 
hospital treatment, and aftercare of many 
patients. 

"Today there are also, within our hospital 
district, child guidance centers and three 
new mental health treatment clinics, which 
were not developed directly by this hospital, 
but which do call upon the hospital for 
psychiatric help. The hospital is able to 
provide psychiatric personnel one day a 
week to these clinics. This staff time 
strengthens clinic services within the com- 
munity and thereby enhances the hospital 
program for patients from these areas. 


Hospital-Community Co-ordination 


Direct involvement with the treatment 
centers and. with the two community pilot 
projects mentioned previously was soon 
reflected. in the hospital program. Infor- 
mation from these centers about previous 
contacts with patients and the availability 
of the centers for aftercare referrals became 
an important part of the treatment plan- 
ning for patients. Also, as hospital person- 
nel worked part time in community centers, 
they became more aware of the importance 
of hospital-community collaboration in en- 
hancing the treatment the patient had 
received while in the hospital. In fact, in 
1963, when the National Institute of 
Mental Health announced the availability 
of monies for hospital improvement proj- 
ects, we planned improvements and ex- 
pansion of hospital-community programs 
that will be reflected in more continuity of 
care for the mental patient, In addition, 
it was felt that this project would aid in 
clarifying the state hospital's role in cur- 
rent nationwide planning of community- 
centered mental health programs. 

One aim of this project is to assist the 
community in accepting responsibility for 
the treatment of its mentally disturbed 
citizens. It is no discredit to communities 
to point out that, although they wish to 


strengthen mental health services, many are 
not yet aware of how community resource 
can work with clinic and hospital prof 
grams. The project allows several mem] 
bers of the hospital staff to work specifically 
with coroners and private physicians whol 
play vital roles in the patient's pre- and 
post-hospital care. It also makes consulta- 
tive services by trained hospital personnel| 
available to other members of the com- 
munity who will be active participants in| 
local mental health programs. Demons 
tion cases will be used to emphasize how] 
hospitalization can be avoided in some 
cases or how treatment can be enhanced, 
The philosophy of the services involved 
under the project stresses the importand 
of communication, education, and coo | 
dination of programs in the treatment of 
mental illness. The first phase of the 
project deals primarily with services ovet 
a ten-parish area in close proximity to thé] 
hospital, Future plans call for extending 
the program to other areas and modifying 
hospital procedures in accordance with 
the progress of state-planned, community: 
based, treatment programs. For example, 
plans for decentralization of the hospital 
into geographic units are in progress. 
The hospital improvement project allows | 
for short-term training programs for com 
munity participants. Requests for further 
orientation or short courses have come from 
various groups (e.g. judges, coroners, wel 
fare workers, nursing home operators) that 
have participated in workshops at our hor 
pital. The project is designed for flexibility 
in services, and utilizes hospital resources in 
preparing a community to participate more 
fully in meeting mental health problems. 


Conclusion 


Louisiana got off to an early start ier ! 
the new frontier of community ment? | 
health. Many states have had similar €* 


"The state hospital in comprehensive care 605 


periences. Almost without exception, the 
establishment of successful psychiatric pro- 
grams in the community has been due to 
public mental hospitals. Substantial im- 

provements have been made in our public 
mental hospitals during the past ten years, 
and most progressive mental hospitals have 
long been in the forefront of the movement 

to return the mentally ill to the commu- 
nity. For these hospitals, the “bold new 
approaches” are not new. 

The national spotlight presently focused 
upon the development of comprehensive 
community services could not be welcomed 
more than it is by those of us now working 
in public mental hospitals, It seems un- 
likely that the development of a network 
of community facilities will result in the 
abolishment of public mental hospitals. 
Rather, it is more conceivable that this 
, Program will strengthen and broaden the 


hospital's role and responsibility in mental 
health. As illustrated in this paper, pro- 
gressive hospitals can do much to help 
communities establish programs and train 
personnel to carry them out. Public mental 
hospitals in or near large metropolitan 
areas may prove to be the best agencies to 
co-ordinate community programs and serv- 
ices; and, in the rural areas, the hospitals 
are often the only agencies with sufficient 
resources to assume this responsibility. 

Public mental hospitals, then, will con- 
tinue to have much to offer our troubled 
society, and they will not falter in their 
responsibility. They must assume a major 
role in developing and administering new 
facilities. Their task is to strengthen and 
improve present programs and to con- 
tinue to create new programs as they pre- 
pare for their expanded roles and the 
challenges ahead. 


The clinic and the commur 


Some time ago people of this community 
organized a mental health clinic. After 
proper rejoicing and the exchange of mu- 
tual congratulations, everyone sat back to 
watch mental illness being stamped out. 
For the benefit of the new members of your 
board and staff, and with the indulgence 
of the old hands, I should like, at this an- 
nual meeting, to raise two questions: What 
has your clinic done about mental ill- 
ness?—and—What are its plans for the 
future? It would be presumptuous for a 
nonresident to try to give specific answers 
to these questions, My comments will be 
a discussion of the methods for finding 
answers to them. 

To you who are sophisticated in matters 
of mental health it is no surprise that the 
term "mental illness" has become so broad 
and widely used that it now defies any at- 
tempt at specific definition. There is a 
multitude of social, medical, and psycho- 
logical problems that come under the gen- 
eral term of "mental illness," These 
include the hospitalized patient, the anx- 
ious, worried employee or housewife, 
school dropouts, the delinquent, the alco- 
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holic; the retarded child, and tho: 
marital incompatibility and. many 
conditions. It is quite. possible for 
more knowledgeable people to be dis 
ing mental illness yet have. very 
problems in the back of their minds, 
The question then becomes not $0. 
how a clinic combats mental illness, 
which of the many mental health pr 
should a clinic direct its attention oi 
priority. Does the board of directors 
a pretty clear idea of the staff's abili 
and interests in these matters? Does th 
staff know what the board expects of 
Are the ideas, aims, and aspirations of 
two groups compatible and realistic? 
the answers to these last three questions 2 
not readily available, there is apt to 
mutual discord and dissatisfaction, M 
the possibility of a nonfunctioning cl 
The exact functions of the clinic and. 
the staff of all disciplines will divide i 
time among the various services dep 
upon the specific interests and talents 
the staff that has been hired, tempered 
guided by the wishes and aspirations 
the board as these reflect the needs of 
community. j 
The three general functions of 
mental health clinic are: (1) education | 
prevention, (2) diagnosis and consultati 
and (3) treatment. Most communi 
pect their clinics to function in all t 


The clinic and the community 


areas, and this is a legitimate expectation. 
However, the staff and the board must 


. agree upon the relative proportion of time 


| 


that will be spent in each of these areas 
and how they will measure their success, 
or lack of success, in each. 

There is a tendency for board members, 
especially the new ones, to claim no knowl- 
edge of how a clinic should operate and to 
defer decisions entirely to the staff; but each 
board member does quietly have hopes for 
the accomplishments of his clinic. He may 
remain silent out of fear of appearing naive 
or too demanding. However, it is essential 
that the other members of the board and 
the staff know this silent person’s wishes 
so that they can explain to him why the 
clinic will not do certain things or so that 
the emphasis of clinic function can really 
be placed where the majority of the board 
and staff feels the needs are the greatest. 

Education and prevention are functions 
that the private practitioner cannot afford 
to perform. If they are believed to be 
important, the community must be pre- 
pared to subsidize them, and its wishes 
must be made known to the staff. It is 
also essential to find ways of evaluating the 
dinic's success in this area. It cannot be 
done by the usual count of patients or pa- 
tient visits at the end of each year. Fre- 
quently boards have indicated to their 
clinic staff the desire to give educational 
and preventive activities high priority, but 
then at the end of the year have expressed 
disappointment that so few patients were 
seen. 

This activity is probably better under- 
stood if it is termed “education for preven- 
tion.” Much of the staff’s preventive ef- 
forts will be in the form of providing 
educational material, lectures, and semi- 
nars for physicians, teachers, ministers, pro- 
bation officers, parents, and others who 
have a significant role in the development 
of the children in the community. Should 
staff members actively participate on 
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boards and planning committees of other 
community agencies and groups? Should 
the staff teach as a part of in-service train- 
ing and staffdevelopment programs of 
other community agencies? The methods 
by which education and prevention can be 
accomplished are usually effective, but it 
must be recognized that they are also time 
consuming and will usurp time from other 
desirable clinic functions. 

Psychologic treatment, including individ- 
ual and group psychotherapy and drug 
therapy, is naturally expected from every 
community clinic. This is one of the most 
important, effective, and easily measured 
activities of any clinic staff. However, on a 
per person basis, therapy is also one of the 
expensive aspects of any clinic program. 
Unfortunately, individual treatment is of- 
ten rather lengthy. A high treatment case- 
load will place limits on the number of 
persons who can be served, and may lead 
to the problem of a waiting list. 

Is there any disagreement about whom 
shall be served? Some will want to empha- 
size child care; others, precare or aftercare, 
family counseling, court problems, or wel- 
fare cases. Which will it be for your clinic? 
You are serving a population group of more 
than 200,000, and it is doubtful if everyone 
in need can be served as quickly as might 
be desirable. How will the treatment pro- 

be measured for success or failure? 
The board and staff will need something 
more than merely the complaints or lack 
of same from the patients or referring 
sources in order to measure the success of 
their treatment functions. 

Naturally the staff will do a diagnostic 
evaluation on all patients before assigning 
them for treatment. However, many per- 
sons will be evaluated in order that the 
‘staff may consult and advise other agencies 
who have a major or actual legal responsi- 
bility for children and families in trouble. 
How much staff time can be devoted to this 
aspect of clinical work? Which agencies 
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will be served? How will success in agency 
consultations be measured? A quantitative 
measure of the number of consultations can 
be made. It is much more difficult, and 
not always a direct reflection of the clinic's 
work, if one attempts to measure the effect 
of these consultations on individual fam- 
ilies or on the community at large. 

Essentially, the above statements review 
the staff’s community responsibility, which 
is fulfilled by the preventive, diagnostic, 
and treatment programs. However, the 
board of directors is both clinic and com- 
munity. It is impossible always to say 
which hat a board member might be wear- 
ing at a given time. The following com- 
ments are therefore concerned with the 
board's responsibility to both the clinic and 
the community, with the understanding 
that significant other persons will be in- 
volved or will be delegated tasks as appro- 
priate. 

The first and foremost responsibility of 
the board to both the clinic and the com- 
munity is to keep the clinic going. This 
means financial support, which should not 
be left to the staff, Although it is hoped 
that all of the staff's daily functioning will 
have public relations value, it is not ap- 

: propriate or particularly ethical for the 
staff to be involved directly in speech-mak- 
ing and in fund-raising drives. Obtaining 
and maintaining an adequate budget is 
essentially a board function. 

“A second important board function is 
public education. The staff takes care of 
training seminars as outlined above. But 
it seems more appropriate for board mem- 
bers to give talks to lay groups regarding 
the use of the clinic, referral procedures, 
and the need for continued financial sup- 
port. Not only does this relieve the profes- 
sional staff of a tremendous burden, but 
the preparation of these talks and the 
answering of questions from the public 
helps to keep the board members up to 
date and informed about their own clinic 
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operations. In these public addresses, a 
board member can demonstrate pride in 
the clinic's accomplishments, for he will 
be less encumbered by false modesty 
individual staff members would be. 

The board must also pay particular at } 
tention to plans for expansion of clinic 
services. Even though it may seem that 
recruitment problems have only recently 
been solved, the need for expansion is in: 
evitable. The clinic will not grow without 
a definite plan. Integrating the clinic into | 
other mental health resources as they ate 
developed is essential. Particularly at this 
time must the board be informed about the 
plans in the area for comprehensive com: 
munity mental health services and how the | 
clinic operation will fit into the community | 
planning. 

Recently someone asked me, “When are 
‘they’ going to build a children's mental 
hospital in our area?" The answer to that 
would have to be, “I do not know because | 
I do not know who ‘they’ are and I am 
not a resident of your area.” The board 
will have to give up the use of that vague 
pronoun “they” because the board is “it 

Boards are always amazed at the demand 
for service after the clinic is established; 
and, the better the job the clinic does, the 
greater will be the demand. Once a serv 
ice is offered, patients come from every | 
where—often from unexpected sources. 
The alternative to embarking on a plan 
for expansion is to set up some rigid restric: 
tions on service. Restrictions on service 
almost always lead to rather bad public 
relations. The board members may play 
ostrich, with their heads in the sand, of 
they may assume a major responsibility for 
the ongoing operation-and for the plans 
for the future of their clinic. i 

Some examples from child psychiatry 
may illustrate what is needed here. Fifty 
five to 65 per cent of the children referred 
to any clinic have a presenting complaint 
of social or academic failure in school 
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Many are handled by treatment of the 

child and the parents in the clinic. How- 
ever, others will need remedial education 
and major curriculum adjustments. A 

. clinic must either hire teachers and build 
classrooms or exert pressure in the proper 
places to see that special classes for the 
retarded, modified curriculae, and other 
special education procedures are available 
in the local schools. 

A large proportion of the children re- 
ferred to the clinic are members of fam- 
ilies fraught with alcoholism, desertion, dis- 
ruption, divorce, and many other problems. 
The board must consider whether an alco- 
holism clinic is needed in the community 
and how well the family service agency is 
functioning. 

Eighty to 95 per cent of the wards of any 
welfare department or juvenile court have 
serious psychologic problems in addition 
to their social problems. Sometimes the 
community seems to expect the clinic staff 
to take over for these agencies. However, 
the board should defend the staff, saying 
that the clinic cannot assume all of these 
other agencies' functions. 

The clinic will consult and advise in 
Most cases. It is imperative to keep in 
mind that any advice the staff gives is ef- 
lective only to the degree that the agency 
receiving the advice is capable of carrying 
it out. Hence, the clinic board and staff 
have a vested interest in upgrading every 
child care agency in their county. 

There is one final point on financing 
that comes within the domain of board 
tesponsibility. The clinic staff is possibly 
one of the highest paid staffs of any United 
Fund or government service agency in the 
community. The board has to fight to 
bring the other agencies up to the clinic 
level, not let them hold or pull the clinic 
down to theirs, If the latter situation 
occurs, there will be a clinic, but no staff. 
This is not to accuse professional people of 
eing interested only in selfish gain. We 
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must look realistically at the competition 
for the young people of today. Those just 
coming out of college, with only a bache- 
lor's degree, are being offered starting sal- 
aries of $5,000 and $6,000, with bright 
chances for advancement. Clinic services 
demand people with master’s and doctor's 
degrees. 

There are those in your community who 
will say, “These ideas of advanced training 
and professionalism are being overdone. 
Give me a good old-fashioned layman with 
‘common sense." A person with common 
sense, in this context, can be defined only 
as someone who agrees with the speaker: 
if a person does not agree with the speaker, 
he has no common sense. The people who 
are worried about excess professionalism 
are those who really do not want to be 
bothered with an effectively functioning 
clinic. They are probably looking only for 
a sop for their social conscience. 

Almost every juvenile court and county 
welfare department in the country has the 
major problems of few or no trained 
workers and overwhelmingly high case- 
loads, Yet these agencies are responsible 
for the majority of our most serious prob- 
lems, the majority of our adoptions, foster 
home placements, and many of our chil- 
dren’s institutions. In 400 A.D. Orabasius, 
a pediatrician, stated that people will select 
grooms for their horses with the utmost 
care and pay the highest wages, but pay 
the lowest wage and select persons who are 
already old and useless for any of the ordi- 
nary purposes of life as caretakers for their 
children.! 4 

We could now launch into a debate 
about how much public and private money 
can be spent on child welfare and other 
social problems before a community causes 
itself to go bankrupt. There is no pat 
answer to this question, nor can a formula 
be given to determine one. Each com- 
munity must decide for itself what it must 
do, wants to do, and can do. It must 
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always be kept in mind that any clinic 
consultation on a child can be effective 
only to the extent that the agency respon- 
sible for the child can carry out the recom- 
mendations. 

It is hoped that the above comments 
have illustrated and illuminated a two-way 
street between the community and the 
clinic, The clinic cannot be all things 
for all people, and it is essential that the 
board members educate themselves and the 


JAMES E. SIMMONS 


public to this fact. On the other hand, 
the clinic cannot exist in isolation from 
other community agencies, since the success 
of much of its treatment program and most 
of its preventive and consultative services. 
is directly affected by the competence and 
effectiveness of other social agencies. 


REFERENCE 


1. Ruhráh, J. (ed): Pediatrics of the Past. New f 
York, Paul B. Hoeber, Inc., 1925, p. 13. 


| 
: 


A look into the future of psychiatry 


_ I will venture no predictions about how 
future research will shape our knowledge 
of the relative roles of psychologic and 
Organic processes in the neuroses and psy- 
choses, nor about the roles that organic 
and psychologic procedures will play in 
their treatment. These developments will 
be important; but so much public contro- 
versy has been generated by excessive claims 

_ and intemperate attacks from both sides 
that I hesitate to add any predictions to 
this popular confusion. 

Furthermore, experience brings caution. 
Over the last fifty years we have heard 
exaggerated claims for a wide range of 
procedures—e.g., various degrees and kinds 
of evisceration; surgical extirpation of hy- 
pothetical focal infections; treatment of 
‘autointoxication” by high colonic irriga- 
tions and by diets spiked with special 
bacteria; psychosurgery of the brain; im- 
munological adventures; hypo- and hyper- 
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thermias; prolonged sleep produced in 
many ways; convulsive shocks by electricity, 
insulin, or metrazol; and, now, a host of 
relatively new chemotherapeutic agents. 
These have been matched by equally ex- 
aggerated claims for the individual psycho- 
therapies, for every form of psychoanalysis 
and its derivatives (Freudian, Jungian, 
Adlerian, Rankian, Horneyian, and Sulli- 
vanian) plus exaggerated claims for group 
therapy, family therapy, milieu therapy, 
and approaches centered on the commu- 
nity rather than on either the family or 
the individual. 

I condemn none of these as such, but 
I do condemn all premature and excessive 
claims, and all equally intemperate at- 
tacks. When subjected to careful controls, 
each type of therapy has made useful con- 
tributions. Even to prove that a theory 
or method is wrong or to demonstrate its 
limits adds indispensable knowledge. This 
is true in every field of science, since science 
advances by discovering and publishing its 
mistakes. But premature and uncontrolled 
claims and overconfident predictions are to 
be condemned. Therefore, after so many 
disappointments there is no excuse for 
allowing ourselves to be swept off our feet 
by waves of uncritical enthusiasm for any 
one approach over another. 

Most particularly do I feel that no use- 
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ful progress is served by an embattled 
struggle between what I have repeatedly 
called "organophobic" and "'psychophobic" 
psychiatrists.1 Yet we have both. Some are 
so dedicated to the organic approach that 
they are terrified lest their fragment of 
truth not contain all the answers and they 
thereby be lost. Out of such terror come 
furious and poison-penned attacks on all 
psychologic considerations and methods. 
The same terror assails some of those who 
approach psychiatric disorders from an 
exclusively psychologic bias. They too live 
in terror lest a drug come along to destroy 
their life's works and hopes; and they too 
react with rage. I hope that these mutu- 
ally destructive, progressobstructing con- 
troversies will disappear, so that the two 
groups will be able to work together to 
integrate their approaches. 

I have discussed this more technically 
in other studies; ^? therefore, I will not 
include a detailed consideration of it in 
the glimpse into the future that I am pre- 
senting here. Instead I will attempt to 
describe the role of psychiatry in the for- 
ward movement of human culture in gen- 
eral. My conviction is that it can play an 
indispensable role, but that, if dynamic 
psychiatry is to become one of the instru- 
ments of cultural progress, many changes 
will have to be made in its organization 
and in its training. These changes and 
the reasons for them will be described 
below. 


The Freedom to Change } 


In earlier studies+6 I have indicated 
how the history of psychotherapy tends to 
parallel and in some ways to measure the 
movement of human culture. In essence 
this is because the future of man and of 
his social institutions depends upon his 
learning how to foster his ability to change 
and how to save it from imprisonment in 
neurotic distortions. Without the ability 
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to change, there can be no effective learn. 
ing, nor any profit from experiments in 
the ways of living. Without the ability to 
change, lessons can be memorized but not 
applied. And, since human culture is em- 
bodied in the institutions that make up 
human society, unless individuals can 
change, their institutions will remain un 
changed. Therefore, to protect this free 
dom should be the central goal of every 
cultural process. 

This would seem to be a simple goal, 
yet it is difficult and complex, because the 
subtlest and most tenacious early neurotic 
processes impose restrictions on freedom 
during the course of every man's psycho- 
logic development. Hence the prevention 
of neurotic distortions of early growth is 
more than a public health measure: it is 
a necessity for cultural growth. 

The restriction of the ability to change 
starts early in life because man's unique 
capacity for symbolic representation is Pe 
culiarly vulnerable to those neurotic inm 
fluences that impose automatic and obli 
gatory repetitions. Indeed, even as the child 
develops the ability to represent his inner 
experiences by means of symbols, without 
knowing it he also begins to lose some of wi 
freedom to use his new tool. Thus man's 
symbolic capabilities can both liberate and 
imprison him, depending upon the degree 
to which neurotic distortions restrict his 
symbolic processes. Because no attention 
has been paid to this until very recently, 
our cultural instruments have failed to give 
man the inner freedom without which he 
cannot learn from experience, or acquire 
wisdom and maturity. 

This is related to a fact that has been 
pointed out by many observers: that mans 
power to understand and to control his eX 
ternal environment grows rapidly through 
the advances of modern science whereas his 
ability to understand and control himself 
moves at a snail's pace. The immaturity 
and impulsiveness this produces increase 
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| the danger that man will unleash those 


| 
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powers to destroy which are among the 
terrifying products of what we call human 
culture. Clearly the goal of mental health 


has become a necessity for mere survival. 


Some will feel that my emphasis on past 
error arises out of pessimism. This is not 
true. It implies, rather, an expectation 
that we have the power to do better in the 
future, but only if we have sufficient cour- 
age and optimism to acknowledge and study. 
our past failures. Otherwise we will never 
search for better ways and never find any. 
Therefore, do not dismiss as pessimism the 
statement that all of our vaunted cultural 
instruments have failed—the arts, litera- 
ture, the humanities, education in general, 
our churches, and our political and eco- 
nomic systems. 

"This, in fact, is precisely why psychiatry 
is needed: not because it already has the 
answers, but because psychiatry is a con- 
tinuous search for an understanding of how 
and why we fail, so that ultimately we can 
learn how not to fail. Its techniques are 
still fallible, but its goals are clear. Psy- 
chiatry starts this search by acknowledging 
the fact that, even under privileged circum- 
stances and in loving and intact families, 
we do not yet know how to bring up our 
children so that they will become normal 
adults. Psychiatry faces the further fact 
that we do not know how to pass on to suc- 
ceeding generations any fragments of wis- 
dom about living which we, their predeces- 
sors, may have gained, with the result that 
men keep on repeating old errors in new 
Costumes. Psychiatry also accepts the chal- 
lenge that we do not know how to incul- 
cate ethical principles, either within the 
churches or out of them. 

These facts, plus the fact that we know 
how to change the outside world but are 
just beginning to study how to change our- 
selves, force us to recognize that the task 
of being a human being is still too subtle 
and complicated for us, that we have been 
at it for quite a long time, but are not yet 
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up to it. For the first time in human his- 
tory we are starting to apply a disciplined, 
if fallible, technique to the study of this 
unsolved task of being human. Studies such 
as these were what made possible the ad- 
vances of medicine. Medicine began to 
come of age when doctors had the courage, 
honesty, and humility to assemble around 
that bleak slab of marble, the autopsy ta- 
ble, to study their errors and their failures 
openly in the presence of their colleagues 
and of their students. In all the preten- 
tious array of human culture no other dis- 
cipline has done this. Of course, the au- 
topsy table alone is not the whole story of 
medical progress; but without it there could 
have been none. 

Psychiatry is man’s first effort to search 
for greater wisdom by studying systemati- 
cally his failures in living. In this respect 
psychiatry is in line with the basic tradi- 
tion of medicine. This is why psychiatry 
holds out hope for an ultimate major 
breakthrough in human culture, That our 
theories and our techniques are still falli- 
ble is not strange, since they are new and 
are still evolving. One would hardly ex- 
pect psychiatry to have solved in seventy 
years problems that have convulsed human 
life and human nature since man began. 

But the very recency of this effort throws 
additional light on why human culture 
and human cultural instruments have 
failed. Let us ask why we have always pre- 
tended to know things we do not under- 
stand, instead of acknowledging failure and 
ignorance, and then have incorporated 
these pretenses into strongly entrenched so- 
cial institutions. For instance, instead of 
acknowledging that we do not know how 
to bring up psychologically healthy babies 
and children, we still comfort ourselves 
with myths about the dependability of the 
maternal instinct. 

When doctors used to pretend that they 
could cure diseases they did not under- 
stand, they were deceiving themselves and 
others in an analogous way. These pre- 
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tenses not only involved elaborate self- 
deceptions: they also led to bitter feuds 
among the protagonists of different schools 
of error. 

As a consequence of those long ages of 
self-deception, we can still hardly picture 
what a psychologically healthy human be- 
ing would be like—healthy in the sense of 
being free from an accumulation of resi- 
dues of the early neurotic crises that we 
have always shrugged off as “normal.” We 
know that each child passes through many 
transient neurotic episodes as he grows up. 
We see that their symptoms usually disap- 
pear. But only in recent decades have we 
begun to realize that, although the symp- 
toms of earlier neurotic episodes may be 
buried, the inner conflicts out of which 
the symptoms arose persist, their conse- 
quences accumulating to produce the neu- 
roses of adolescence and adult life, out of 
which, under appropriate circumstances, 
psychotic disorganization may occur. It is 
this accumulation of unsolved neurotic 
crises that ends as the neurosis of the adult 
whom we euphemistically call "normal." 

Let me repeat that this problem of hu- 
man culture has not been solved in any 
culture known to man, nor by any of our 
cultural implements; not by education of 
any kind; not by the physical sciences or 
the humanities; not by experiments in the 
alteration of our economic or political sys- 
tems; not by any of man's religions. Actu- 
ally, it never was reasonable to imagine 
that man could cure or prevent this neu- 
rosis until he could diagnose and isolate its 
causative circumstances. Such knowledge 
can come only from the unsparing study of 
human lives and how they go wrong, even 
under optimal circumstances. Here again 
we see an analogy to medicine. 

Of course, treatment may help a patient 
to get well. But, in addition to this, every 

man, woman, or child who subjects himself 
to the painful experience of honest psycho- 
therapeutic scrutiny is adding to our knowl- 
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edge of how human beings develop and of 


how they fall ill and fall well. This isa * 


major contribution to human culture, Be 
the patient prominent or obscure, successful 
or a failure, a laborer or an artist, a "good" 
man or a "bad" man, a potential genius or 
retarded, the study of his life and illness 
can be a unique contribution to man's slow 
advance. Such knowledge can not be gained 
by solitary introspection, nor by the super- 
ficial assembly-line studies of many, nor by 
statistics based on such studies. These 
must come, too, but only later. 

Therefore, let me emphasize again the 
fact that knowledge—whether of rocks 
plants, or people—always begins with the 
study of individuals, the study of groups 
always following the study of the individ- 
ual. In fact, the study of groups must come 
much later if it is to be accurate. The same 
principle obtains in psychiatry and in the 
training of psychiatrists. No one can do 
community psychiatry, public health psy- 
chiatry, or even group therapy who has 
been in too great a hurry to allow himself 
time enough to find out how and why indi- 
viduals become ill and recover or fail to 
recover. Neither individual psychiatry nor 
community psychiatry is a place for a young 
man in a hurry. 

For this reason, no matter how impatient 
we may be to study the interaction between 
environmental stresses and the individual, 
we must begin»with the study of the genetic, 
physiologic, and psychologic idiosyncrasies 
of those who become ill, particularly of 
those who have no searing external diffi- 
culties on which to blame the illness. Jt 
follows that the study of those who fall ill 
in spite of unblemished physical health, 
favorable life circumstances, and high in 
dividual personal endowments makes an 
indispensable contribution to our basic 
knowledge. ta 

The human vulnerability to neurosis 1$ 
no snob. It knows no social, cultural, ec 
nomic, or educational distinctions. It visits 
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with equal frequency the homes of the 
great and of the humble, the wealthy and 
the poor, the educated and the illiterate, 
the sophisticated and the primitive. Un- 
der variable circumstances the forms of the 
neurosis will vary, and the prices that dif- 
ferent individuals will pay for similar neu- 
rotic difficulties will vary. But the essential 
process does not depend upon these differ- 
ences. 

Furthermore, if we are to understand the 
process of illness we must deepen our un- 
derstanding by making contrasting studies 
of those who remain well. Since our most 
sensitive criterion of health is the ability 
to use our potentially creative powers freely, 
we must also study with special care those 
who have high creative potential but whom 
the neurotic process prevents from creating 
freely. If psychiatry is to serve human cul- 
ture, it must study the vicissitudes of the 
universal creative potential as well as the 
vicissitudes of the universal neurotic po- 
tential. 

There can be no mature culture without 
a mature understanding of ourselves in 
health and illness. Unhappily, what we call 
culture today represents in no small part 
the entrenched defenses of man’s masked 
but universal neurotic potentials. Progress, 
therefore, requires an understanding of the 
inner man by the inner man himself, as 
well as an understanding of his environ- 
ment. Hippocrates once said that the study 
of medicine should begin with the study 
of the environment; but the development 
of medical progress demanded more than 
this. It took a study of what goes wrong 
inside of each individual first. 

The application of such knowledge to 
the organization of society requires the un- 
derstanding co-operation of friends and 
families, churches and schools, doctors and 
nurses, governments and social agencies, 
and others. All must be informed. Hence, 
if such knowledge of human life and hu- 
man failure is ever to be used for preven- 
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tive purposes, it must become a part of 
our common social environment. 

This leads us to a critical practical issue. 
Our words are empty until and unless we 
train people to implement them. There- 
fore, we must do something about the 
shortages in trained manpower. Prompt 
and radical changes in our training pro- 
grams are required. Otherwise, the short- 
age in trained manpower will continue to 
increase relative to the expansion of the 
population as a whole, and especially rela- 
tive to the increasing percentage of citizens 
who are in the vulnerable younger and 
older periods of life. 

If knowledge is to be used for preventive 
purposes, early trends toward later neurotic 
illness must be spotted and treated long 
before the sufferer is sufficiently disturbed 
to bring his misery to doctors and to medi- 
cal facilities. The signs and symptoms 
must be looked for in homes, in day-care 
centers, in pre-nursery and nursery schools, 
in primary and higher schools, in social 
agencies, in courts, and in pediatric serv- 
ices. It is here that we need thousands of 
behavioral scientists of all kinds, fully 
trained in normal and abnormal psychol- 
ogy and in psychodiagnosis and psycho- 
therapy. Without their trained assistance 
we will never have enough skilled person- 
nel to bring help to this greatest of all the 
unsolved problems of human culture—the 
universal masked neurotic process. 

It follows that we cannot confine the 
study of etiologies, psychodiagnosis, and 
therapy to the medically trained. psychia- 
trist alone. Psychiatrists are, and will al- 
ways be, too few. Moreover, most of us 
work only in medical settings. With the 
years I have come to realize that we must 
develop a new subdiscipline, a doctorate 
in medical psychology, made up not of lay- 
men, but of scientists, i.e., behavioral sci- 
entists who have been fully trained in psy- 
chodiagnosis and the psychotherapies, un- 
der the joint auspices of medical psychiatry 
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and the other behavioral sciences. This is 
essential if we are ever to overcome the 
shortage of trained personnel. 

But such a program has another, larger 
goal. It will be an essential step in spread- 
ing throughout our culture a knowledge of 
human psychologic development and mis- 
development. This cannot remain the ex- 
clusive domain of medicine, nor of any one 
group in the community. Although med- 
ical psychiatry has led the way, and will 
continue to serve as guide, our field of 
work must include the non-medical behav- 
ioral scientists who accept the necessary ad- 
ditional training. Our culture stands to 
gain from this. 

If the psychiatry of the future refuses to 
face this, if psychiatric organizations con- 
tinue in the future, as in the past, to put 
their collective heads in sand, pretending 
to themselves that the increasingly articu- 
late demand for help from increasing num- 
bers can be met solely by the medical pro- 
fession, then it is dooming all of your 
efforts and ours to frustration and failure. 
According to the American Psychiatric As- 
sociation,’ there are 1,000 psychiatric resi- 
dencies unfilled at this moment. Accord- 
ing to the American Medical Association, 
there are nearly 7,500 general internships 
unfilled. This is a measure of the over-all 
shortage of medical Manpower. Unless we 
train behavioral scientists for this work, 
where are the men to come from to fill these 
1,000 psychiatric residencies, not to men- 
tion the uncounted other posts in the com- 
munity? 

An article on the bottleneck resulting 
from the lack of trained manpower in all 
behavioral sciences will appear as one of 
the Mental Health Manpower Studies of 
the California Medical and Educational 
Research Foundation, which is under the 
aegis of the California State Department 
of Mental Hygiene.’ These detailed data 

are brought together to indicate how this 
deficiency starts early in the school years 
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out of the attrition rate among promising 
students, which automatically limits the 
manpower pool available for any advanced 
training. The data indicate that the bot 
tleneck among psychologists, psychiatric so- 
cial workers, and all behavioral scientists 
will continue until we uncover new sources 
of personnel and reorganize our training” 
facilities to create a new discipline. Unless 
such changes are carried through as an in f 
tegrated effort, the behavioral sciences will ` 
be in an increasingly chaotic state, with 
self-selected, untrained or badly trained 
people struggling to exploit pressing hu- 
man needs. 

My plea is that this problem be faced 
realistically and efforts organized jointly - 
by all of the disciplines that deal with | 
health and illness in human behavior | 
Many physicians acknowledge the urgency | 
of this need yet fear that, if we meet the 
problem by training non-medical behav- | 
ioral scientists, we will drive a wedge be | 
tween psychological medicine and the rest 
of medicine. Quite rightly they cherish | 
the close rapport between psychiatry and | 
somatic medicine that exists in this coun- | 
try. I respect this fear; but I believe it to | 
be unfounded. A failure to respond to 
appeals from surgeons, internists, gynecolo- | 
gists, pediatricians, and others is what daw | 
ages the rapport between somatic medicine | 
and psychiatry. Every time one of our col 
leagues in somatic medicine turns to psy 
chiatry for help because he has recognized 
early signs of psychological illness (whether 
in his practice or in his family) only to be 
told that no trained psychiatrist is availa- 
ble in his town, or that he must wait six 
months, his frustration, outrage, and resent- | 
ment drive a deep wedge between us. To 
hold out hope of help and then to have 
none available destroys the relationship of | 
psychiatry to medicine more than any | 
other single factor. If, on the other hand, | 
We accept it as our moral, scientific, an 
cultural duty to train behavioral scientists 
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in psychodiagnosis and psychotherapy and 
to license them to work with us in meeting 
these needs, the net effect will be to cement 
our relationship to somatic medicine more 
tightly. 

In addition to this, the over-all effect will 
be to spread the influence of a deepening 
knowledge of the realities of psychiatry 
more widely throughout our culture. A 
broadening of the base of our discipline 
cannot fail to do this. 

Many other changes will have to come, 
changes in the structure of residential treat- 
ment centers and in their training sched- 
ules. "These have been outlined in other 
publications, 1? so I will not go into them 
in detail here. I will mention only the 
fact that it will be essential to start train- 
ing not with the psychoses, but with the 
neurotic disturbances of infancy, following 
them through their evolution into the neu- 
roses of the grown-up and then on through 
phases of psychotic disorganization as these 
occur. In order to implement such a re- 
versal of the traditional sequence of train- 
ing, our hospitals will have to change cor- 
respondingly. "They must be built around 
small residential and day-care treatment 
units for infants and toddlers and small 
children, where residents can start their 
training by working with the neuroses of 
infancy, childhood, adolescence, and early 
adult life before they accept the challenge 
of the psychoses. 

I have described the details of such 
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changes elsewhere. They are complex and 
difficult, but not insurmountable, I hope 
to see at least a pilot test undertaken within 
my own life span, and I hope that you will 
see its fruits. 
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Historic trends and persisting 


Emerson once said that a child care institu- 
tion is the lengthened shadow of one man. 
It is equally true that such an agency or 
institution is the epitome of the apprecia- 
tion and generalization of the shadow of 
darkness and lack of care that encased the 
life of one child. It is not without signifi- 
cance that Dr. William Healy, the founder 
of the child guidance clinic movement, 
could remember clearly forty years later all 
the details regarding the first offender that 
he saw in the Cook County Court in Chi- 
cago; nor is it without meaning that prob- 
ably every professional person can remem- 
ber the case of need that first came to his 
Or to her attention and motivated the 
desire for professional training. Such a 
person works alone for a time, but the 
elaboration of a clearly evident, existing 
and persisting need brings colleagues and 
associates. j 

It is this individuated genesis of child 
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child care needs| 


| 
care programs that X wish to emphasize at | 
this moment, this particular child needing | 
this new, specific, and differentiated type | 
of care—a care appreciated, and being met, 
by a single person or a very small group 
of people allied to such a person. I em- | 
phasize it because I am certain that in this 
year—just as in 1832 or 1865—there are 
such individual voices to be heard in the | 
land. We must ever be attentive to this | 
seemingly single voice, for it may be speak- 
ing in behalf of thousands of neglected 
children. | 

If this dyadic relationship of a single 
unmet child need and a single person dedi- 
cated to its fulfillment is the origin of out 
present-day multivaried child care institu- 
tions, what has been their evolution there 
after? What are the advancing steps that 
we can note in the past, that determine our 
areas and methods of the present, and that 
could act as a guide as we plan for the 
future? And, finally and specifically, what 
are the present historic position and the 
future role of those of us who are concerned 
with the emotional problems of children 
and with the problems of those who are the 
parents of such children? 

My basic thesis is that the history of the 
establishment, the growth, the expansion, 
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and the differentiation of child care ser- 
vices in this country has followed—and 
will still follow—a definite series of trends, 
and, secondly, that these trends have had, 
and will have, certain cycles within them 
as we gradually approach (perhaps ever so 
slowly—or too slowly) that millennium of 
adequate and comprehensive care of all 
of the children of all of the people in all 
of our communities and the fulfillment of 
all the basic crucial needs that the children 
themselves elucidate for us. 

These cycles—all of which are interre- 
lated, all of which occur seriatim and which 
make for periodic major emphases in our 
approaches to the solution of child health 
problems—relate to four items in child 
care needs, namely: (/) the needs for service 
to meet a particular need; (2) a resultant 
specialization in training for those who are 
to be equipped to meet these needs; (3) 
the establishment and furtherance of re- 
search projects and evaluation programs 
to understand the meanings and extent of 
these needs; and (4) the involvement of 
the various types of resources within the 
community to carry out these service, train- 
ing, and research needs. 

The process involved in the evolution 
of these seemingly inevitable cycles is a con- 
flictual process (conflict in the interest of 
the good this timel), a process that moves 
us in service from individuation and spe- 
cificity of needs (of certain particular chil- 
dren voicing such needs in extreme sever- 
ity) to a generalization of these as needs of 
all children, and hence to the establishment 
of comprehensiveness in our child care pro- 
grams relative to that particular need. But 
note the outcomes involved in this process! 

To meet these service needs—both the 
individuated ones and those with commu- 
nity comprehensiveness—there are set in 
motion differentiated programs for training 
the necessary professional personnel. The 
cycle is apparent here. Furthermore, the 
resources of society applied to the solution 
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of these problems follow the same cyclic 
pattern: at first the financial resources of 
one man (or one woman)—an individual! 
—or of a very small group of people are 
gradually replaced by community-funded 
resources and, at long last, by resources of 
the local, state, and federal governments. 
"These are, indeed, comprehensive resource 
items for comprehensive care. Finally, the 
research investigator, dealing as he does 
with a segment of our comprehensive ser- 
vice programs, points out to us that, within 
this large group of children with seemingly 
highly differentiated and specific needs, 
there are certain classifiable (or re-classifi- 
able) groups of children who need an even 
more differentiated and idiosyncratic ap- 
proach in care and treatment. With this 
the cycle has been completed, and it begins 
anew—the differentiated children (with re- 
spect to the etiology and the fulfillment of 
their problems and needs) become the con- 
cern of one very highly motivated person 
(or of a group of such persons); and future 
steps with regard to comprehensiveness of 
service for them, specialized training of 
personnel for their care, and the enlistment 
of community and governmental resources 
for both (plus further research with respect 
to them) are set in motion. 

Although I am not a sociologist by pro- 
fession, it is my observation that these 
cycles in society's concern and interest and 
the process involved are inevitable in child 
care programs and the establishment. of, 
and the change in, our child care institu- 
tions. 

By way of digression—a digression point- 
edly in the interest of emphasis relative to 
this cyclic process of “individuation toward 
comprehensiveness and return" in fulfill- 
ment of needs in child care—what kind of 
child population did Sarah Van Tyne face 
in the Vinegar Hill district of Cleveland a 
century and a third ago? She faced a child 
population a third of whom were destined 
never to reach the age of 45 years, for it 
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was a childhood population completely un- 
defended against the ravages of mis-, mal-, 
and non-nutrition, the tubercle bacillus, 
the bacilli of diphtheria and tetanus, the 
streptococci of scarlet fever, the virulent 
viruses of measles and poliomyelitis, and 
the insidious destruction of bones through 
staphylococci. One could add to this that 
she faced, in her desire to help children 
and their parents, the “social ills” of the 
grinding abrasions of poverty, the burning 
crucibles of prejudice, and (to her children) 
the completely incomprehensible barrier of 
social ostracism. 

Though I fully realize that the medical 
model in the approach to conquering the 
ills of mankind is anathema to many people 
in the non-medical professions, I urge you 
to note that all but the last three of these 
ills and needs Miss Van Tyne faced in her 
children have been conquered forever, one 
by one, and this through that ever-recurring 
cyclic differentiating process—plus compre- 
hensiveness in application—that I have 
mentioned. 

But let us bring our history nearer to 
home, nearer to the child care programs that 
are our concern, namely, the care, treat- 
ment, and prevention of emotional disabili- 
ties in children—an item in child care that 
is so important to us but that was relatively 
non-pressing, non-primary, and non-crucial 
in Miss Van Tyne’s time, as it might be 
today in the overwhelmed and submerged 
populations of India and the emerging 
countries on the African continent. 

With regard to the history of our par- 
ticular concern for childr , we have a 
definite, a complete, and a documented his- 
tory; and our review of this should enable 
us to place ourselves in that inevitable his- 
toric, cyclic position in which we seem to 
find ourselves at this moment. Medical and 
social concern for emotionally disturbed 
children first began with a concern (in the 
true Quaker definition of this term) in the 
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mind and heart of one individual, Mrs, 
Ethel S. Dummer, of Chicago, whose pri- 
mary interest was the juvenile delinquent, 
(Save for the institutional care of the men- 
tally retarded, no one had previously at | 
tacked with great seriousness and dedica- | 
tion the problems involved in the deviated 
psychic processes of children.) Mrs. Dum- 
mer enlisted the interest of her gynecologist, 
Dr. William Healy, who undertook the 
study of these youngsters in the hope of 
writing adequate physician's prescriptions 
for them. Here again was the individual— 
and the individual’s sole professional cok 
league—surveying the needs of a large and 
undifferentiated group of afflicted children. | 
As you know (or can guess in the 
light of my basic thesis), Doctor Healy 
noted, after a long and extremely care: 
ful study, that this large group of delin- 
quents was comprised of children whose 
internal problems and parental and societal 
environments were by no means the same, 
and who had needs that were by no means 
identical. His first book—and to my mind 
his greatest book—was entitled “The Indi- 
vidual Delinquent.” He asked for classifi- 
cation and differentiation. But, more 
important, he postulated that emotional 
distress—the product of a stressful environ- 
ment—was the primary cause of delinquent 
behavior. Here was the individuation of 
the case plus the generalization of the 
method of attack. 5 
This, in turn, drew attention to the im- 
portance of emotional factors in all of the 
behavioral disabilities and maladjustments 
of children, and led to the establishment of 
specific training courses in child psychiatry, 
child psychiatric social work, and child 
clinical psychology. The professional inter 
est, in turn, led to research investigations 
that posited a large numiber of treatment 
approaches for the further differentiated 
child, among them the residential treat 
ment approach. But, mind you, the treat 
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ment approach involved the individual 
child plus the significant parent (or par- 
ents) in that individual child's life, 

Let us not forget that there has been 
further differentiation of child care needs 
in our own field, with further specializa- 
tion in service, training, and research, at- 
tention being directed, for example, to the 
preschool child, the adolescent, the child 
with psychosomatic complaints, the child 
suffering from emotionally determined edu- 
cational inhibitions, and the mentally re- 
tarded child with or without significant 
emotional difficulties. Remember, too, that 
research continues to differentiate children. 
with differing diagnostic syndromes and 
treatment needs within each of these 
groups. I am certain that neither we nor 
those who come after us in child care will 
ever escape this inevitable, but so salutary 
and fruitful, cyclic process of increasing 
differentiation and specialization of serv- 
ices, of increasing differentiations and spe- 
cializations in trained personnel, in treat- 
ment, and in research. These, in turn, will 
be punctuated by periods of needed com- 
prehensiveness in application in service of 
our findings. 

But what of the historical moment (the 
present!) in which we find ourselves—we 
who are concerned with the mental health 
of children, with the care and treatment 
of emotionally disturbed children, we 
who are anxious to formulate and further 
research programs relative to specific be- 
havioral disabilities in children, and to 
sharpen each and all of our treatment ap- 
proaches with individual children and the 
parents of these children? 

As you know, many believe that the in- 
dividual treatment techniques we have so 
painfully evolved over the past four decades 
are minuscule in importance with respect 
to children’s mental health, that the gen- 
eral child population has been denied 
needed help, and, particularly, that we 
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have not availed ourselves of existing op- 
portunities in the use of non-professional 
personnel to reach children (and their par- 
ents) who could profit from our consulta- 
tive services and hence to broaden the base 
of our preventive and curative knowledge 
and services in mental health. All of these 
charges—and the charge of failure to ex- 
ploit all of these unseized opportunities 
for furthering the mental health of all 
of society's children and their parents— 
we should accept as just accusations. But 
we should accept them in the light of the 
sophistication inherent in professionals 
who know where they have been, and prob- 
ably know where they are inevitably to go. 

These charges are just if we forget the 
inexorable cycle of growth and expansion 
of child care services that I have outlined, 
and they would be even more just if we 
could but point to one great significant 
advance through research in the body of 
knowledge that always has been a prere- 
quisite to justify a generalization in ap- 
plicability in a comprehensive child health 
program (physical or mental)—a basic 
necessity that during the last one hundred 
and thirty-three years modified and elimi- 
nated, step by step, the terrible child. care 
problems that Sarah Van Tyne faced (in 
complete ignorance) in the Ragged School 
of Vinegar Hill. 

The leaders of our professions are cer- 
tainly correct in their allegation that much 
of what we now know has not been avail- 
able to all of the people—or available 
through methods and approaches that 
may reach large numbers of people, to their 
ultimate benefit. In short, following four 
decades of great concern for the afflicted 
individual, marked by the use of an almost 
exclusively one-to-one therapeutic | tech- 
nique, we have reached that point in the 
cycle at which comprehensive mental health 
treatment centers emerge and a generaliza- 
tion in training techniques and an expan- 
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sion of our cadre of educated, care-taking 
personnel are needed. 

It is therefore important for all of us 
who are associated with child mental health 
clinics and agencies (in many cases uni- 
versity-affiliated) to envision our future 
roles with respect to the to-be-established 
comprehensive community mental health 
centers. For one thing, it would seem to 
me salutary, if not imperative, that we of 
the clinics and agencies prepare ourselves 
through professional (not necessarily ad- 
ministrative) affiliations to become impor- 
tant service, training, and research partners 
in those segments of the comprehensive 
community mental health centers that deal 
specifically with children and with child- 
family problems. It would seem to me 
that it would be clear to the planning com- 
missions of such centers that a parallel 
duplication through new but identical 
services would be unnecessary and waste- 
ful. Needless to say, all of the complex 
questions inherent in these new horizons 
of comprehensiveness must be considered 
by us in the months ahead, and thoughtful 
concerted action must be taken with respect 
to them by both agency staffs and boards. 

But, may I call to your attention two 
other aspects of the cycle in child care 
emphases that in their inexorable opera- 
tion may formulate continuing roles for 
the mental health child care agency and 
clinic. The first aspect relates to the need 
for continuing meaningful research on the 
many serious problems along the develop- 
ment-disability dyad with which we deal 
and about which we know so little. I am 
referring here to already definitely differ- 
entiated clinical syndromes and disabilities, 
particularly those in the age range from 
5 to 12 years, the etiology of which is un- 
known or only partially worked out, and 
for which new and better treatment 
methods still need to be devised and ap- 

plied in the individual case. A carefully 
designed and intensive investigation of in- 
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dividual cases is still a very rep 
search method, and its utilization 
tinue to refine our diagnostic classi 
in which new children's needs will e 
for our concern. q 
Secondly, in the area of training 
sophisticated professionals of the * 
type,” the mental health agency for 
dren should have both an important 
unique role to play—important i 
there will always be the need for thor 
trained professionals to lead and to 
in the community mental health ceni 
tack upon mental disease, behavio 
abilities, and the untoward reaction 
people to the everyday crises ar 
their lives; unique in that the very 
pendence of such an agency allo 
experimentation in training methods 
for expansion and differentiation of, 
with, groups to be educated and 
These items, related to continu 
search and repeated differentiation of 
tinct clinical entities, plus the traini 
the expansion of training of sophisti 
leaders, are the persisting demands rel 
to persisting child care needs. ; 
In conclusion, may I say that it is 
tomary whenever an individual man 
woman reaches the venerable age of 
years for interested neighbors, and the ¢ 
tant press, to query the centenarian as 
what factor or factors in his or her Jo 
life such longevity may be attributed. ' 
usual answer, of course, is that the 
narian abstained from the use of al 
and tobacco and kept his or her passit 
within due bounds—factors that to n 
people might indicate a very prosaic al 
exceedingly uneventful life. With a ceny 
tenarian institution such as your Children 
Aid Society, however, if one seeks for 
sons for its longevity, the answers, it se 
to me, are quite the opposite, in tha 
institution of such a venerable age as 
has always sought and imbibed the hi 
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stimulant of the fulfillment of the unmet 
needs of children, frequently partaken of 
the soothing inhalations involved in the 
meditations required for careful study and 
planning, and set no limit to its passions 
in its fight against the differing physical, 
mental, and environmental evils that have 
beset the lives and thwarted the welfare 
of the children of its community. And 
withal—and beyond these—this associa- 
tion has ever followed the dictum of Horace 
to Carpe diem—to "seize the day"—the 
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"day" being that moment for a needed 
change in the emphasis in your work. I 
know of no institution of such longevity as 
yours that has ever followed (and re- 
sponded to) more conscientiously and fruit- 
fully those inevitable cycles in child care 
programs that I have emphasized. 

And the ultimate goal?—that on some 
not-too-distant day there will never have to 
exist—for any child or any group of chil- 
dren—a “Ragged School" on a “Vinegar 
Hill"! 


E 9 ——————— 
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Institutions for the aged: 


Homes for the aged include nursing homes 
as well as “old-age homes" In many 
private residences you may find old people 
who, in most respects, are similar to guests 
in traditional "homes for aged." In a 
sense, these residences might be considered 
one-bed nursing homes, one-bed “old-age 
homes,” or even, occasionally, private 
mental institutions with a one-patient 
census. From another point of view, old- 
age homes and nursing homes might be 
construed as open mental hospitals. Be- 
cause they serve so many “psychiatrically 
ill” old persons, these homes for the aged 
and these nursing homes deserve psychiatric 
services and staff with psychiatric train- 
ing. Further, from observations in these 
institutions, psychiatrists can learn what 
seems to work in the treatment and general 
care of older people. 

In 1949, at what is now the Jewish Home 
and Hospital for the Aged (previously 
called the Home for Aged and Infirm 
Hebrews of New York) I discovered, while 
doing neurologic consultations, that I was 
having a beneficial effect upon staff and 
patients. It was then natural to collect 
observations and try to understand what 
worked to help them. This meant classifica- 
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tion and formulation of the observations 
so that they could be passed on to new 
staff entering the home, to the staffs of 
other homes, and to other psychiatrists. 
This, I think, can be considered to be a 
special kind of research, in which the 
individual as an experiment of nature, oy 
the institution as a social experiment, is ' 
observed and the facts are examined to see - 
what made for a problem in behavior of the 
residents, what modified it, and how far 
these modifiable factors could be con- 
trolled. 

Before talking about what we can do 
in the way of programming or trying to 
improve the condition of older people a 
such homes, aging or old age may require 
some definition. Chronologic aging 1$ 
certainly unavoidable, and perhaps true 
aging is also inevitable; but not everybody 
becomes truly aged. True aging is decline; 
true aging is a loss of resources. Such aging | 
is the loss of capacity to function so as to 
master the reasonable, usual problems with 
Which one is confronted at a particular 
time of life. Not everybody ages; many 
people die before they truly age. They 
die, so to speak, still active and functionally 
capable, *with their boots on," of an acute 
myocardial infarction, malignancy, or one 
of the other diseases that we still have 
been unable to bring under medical and 
Social control. 
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A great many people, however, manage 
to survive into chronological old age, and 
most show the type of decline that can 
be called true aging. They move into 
the aged condition, in which they are 
physically and mentally impaired so. that, 
eventually, with the progression of these 
impairments, they need protection, care, 
supervision, and assistance of various kinds. 

In the aged we see some interesting dif- 
ferences between impairment and disability 
as well as relationships between the two. 
We see, first of all, that mental impairment, 
which can be disabling, is very closely re- 
lated to physical impairment or disease. 
This mental impairment is usually what 
we call, in other words, "brain syndrome." 
It is a reflection of brain damage, which 
is a physical impairment and is related. to 
a systemic disease or to particular attacks 
of what is sometimes referred to as apoplexy 
or stroke. The brain that is damaged has 
lost neuronal mass. The damage may have 
occurred becaused of difficulties in respira- 
tion, anemia, cardiac illness, or other con- 
ditions that interfere with proper nutri- 
tional support of the brain. It is therefore 
no surprise that mental impairment in the 
aged is very closely related to physical im- 
pairment or disease. 

Conversely, physical impairment appears 
to be closely related to mental impairment. 
Disability is what we sometimes think of 
as excessive impairment. When impair- 
ment is present, ignorance, lack of oppor- 
tunity, psychologic inhibitions—that is to 
say, fear and anger—lack of motivation, or 
mistaken direction of motivation, may cause 
exaggeration, utilization, or exploitation 
of the impairment, or it may result in an 
exacerbation of disease, which contributes 
to the impairment in the aged as it does 
even in the young. Thus, in dealing with 
disability we are confronted with the prob- 
lem of motivating the person toward ef- 
fective and pleasurable activity, educating 
him, providing opportunities for rehabili- 
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tation, and decreasing the harmful effect 
of psychologic inhibitions, from the psy- 
chiatrist's point of view. 

The aged are a heterogeneous group, 
and we cannot expect that any one pro- 
gram will be universally applicable or 
effective. The surveys of the Office of the 
Consultant on Special Services for the Aged 
in the State of New York Department of 
Mental Hygiene have demonstrated a need 
for many programs and for overlapping 
services in different types of institutions. 
Because there are varying degrees and types 
of disability or physical impairment and 
differences in the degree of mental impair- 
ment, in a population that includes persons 
of different ages and different ethnic and 
social background and education, we may 
expect that different kinds of effort may 
produce the same results, or that different 
results may be produced with the same 
kind of efforts in different populations. At 
times the efforts may be misguided because 
of our failure to evaluate properly the 
group or the differences of the older per- 
sons within it. 

1f we expect similar results from similar 
efforts, without regard to the differences 
in the persons treated, there can be many 
mistakes or much confusion in interpreta- 
tion and evaluation of the effects of par- 
ticular treatment efforts. In attempting to 
handle a heterogeneous group of people, 
we have to deal with a great many myths 
and stereotypes on the part of the profes- 
sions, the lay public, and the legislators— 
myths that try to approach very different 
individuals as if they were the same. 

We have all heard suggestions which 
seem to be very good, but which may 
not be in keeping with the facts about 
our aged population. For example, we 
see justification for viewing true aging aS 
a state of decline, a state in which the 
individual has certain continuing needs. 
When I first moved into this field of work, 
everybody was talking in terms of social 
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"rehabilitation" in the sense of getting 
people with losses in their capacities to 
deal with their everyday needs, back to the 
general community, into the mainstream 
of life, as though these impaired old people 
could be dealt with like younger people. 
The aged who reach institutions are not 
people who can be rehabilitated in that 
sense. Most of them have significant men- 
tal impairment. Depending on the par- 
ticular type of home and the areas in which 
they live, from 10 to 40 per cent of the aged 
in such institutions are severely impaired 
physically. A higher proportion is found 
in many nursing homes. The residents of 
old-age homes are generally a selected 
population. The healthiest applicants are 
admitted because of the scarcity of beds in 
these homes, the long waiting period and 
policies of the homes; yet 10 per cent of 
residents of old-age homes are so severely 
mentally impaired that they would be ac- 
cepted for matriculation by a state psy- 
chiatric hospital. And in nursing homes 
about 20 to 30 per cent of the patients are 
easily eligible for state hospital admissions 
should anybody care to petition for such 
admission. Actually, the percentage would 
be even higher if one used less stringent 
criteria than our examination criteria for 
certifiability. These are sick people. These 
are people who need comprehensive medi- 
cal care. 

Now, for any kind of comprehensive 
medical care, what settings are needed? 
This question is asked by boards of trust- 
ees, by legislators, by physicians who may 
become involved in efforts to improve the 
lot of the aged—and I say "efforts" rather 
than “programs” because this is still a con- 
tinuing kind of research area; We are still 
trying to find out what works. We are 
“asked, for example, Will the program. or 
effort you suggest prolong life? Will it 
reverse the disorder? Will it delay progress 
of the disorder? And there is no clear-cut 
yesorno answer to many of these ques- 


tions. The answers depend upon the 
ticular population and the goals, < 
If the goal is to reverse a brain syn 
which is a reflection of brain damage, 
answer is that we can do nothing ab 
this disorder. We cannot reconstitute t 
damaged brain. If we are asked w 
we can change the mood, the thinking, 


do a great deal. We can change 
havior, improve mood, and often cl 
thought. We can relieve suffering an 
fright, and decrease disorganizational | 
havior. If the question refers to patien 
with acute brain syndrome, we can d 
great deal, both with the physical 
and with the bouts of anxiety. We 
treat the physical disease and reduce t 
anxiety. We can sometimes reverse 
brain syndrome and often get the pa 
back into his previous community sett 

For patients who, because of depres 
must go to a nursing home and suffer 
feelings of worthlessness, loss of self-est 
loss of confidence, and loss of sense of pu 
pose, we may be able to do much. Althoug 
we may be able to do little to compensal 
for their impairments or to reduce 
amount of disability from the stroke or th 
malignancy from which some mutilation 
deformity in appearance has resulted, Y 
may be able to decrease the person's d 
pression. To do so may mean to resto e 
some ability to function, to re-learn oF 
be re-trained, and eventually to return to 
the community. This is true also for de- 
pressions that are uncomplicated by physi- 
cal illness. Because the most common. 
mental disorder one encounters in the aged i 
is depression, it is heartening to know that” 
it can usually be helped. m 

These depressions are extraordinarily | 
common; but, as I have said, a great deal 
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for care; many more apply to old-age homes 
either because they are frightened and feel 
in need of some kind of security, or because 
they are pushed in that direction by 
harassed and troubled families that do not 
know about, or cannot find, the medical 
or psychiatric treatment needed. Mental 
and emotional disorders are so prevalent 
in nursing and old-age homes that psychia- 
trists are needed to help both staff and 
residents. 

In sum, within old-age and nursing 
homes, persons responsible for the care and 
treatment of the aged who have disorders 
of affect—that is, mood or thinking or be- 
havior disorder—and persons responsible 
for the prevention of such disorders or 
their restriction to socially tolerable forms 
of expression, generally require a structure 
or program or vehicle for their psycho- 
therapeutic approach to their aged charges. 
Such personnel need a conceptual structure 
of theory, and they also need a "coach" to 
sustain them in their work. Occupational 
therapy, vocational or sheltered workshop 
therapy, physiatry, pharmacotherapy, and 
psychotherapy are examples of such pro- 
grams or vehicles. 

One useful conceptual framework, which 
reveals the common denominator of the 
various methods of treatment or manage- 
ment, is a theory that regards the behavior 
of the aged disturbed or disturbing person 
as if it were motivated, goal-seeking, or 
problem-solving. ‘The disturbed behavior 
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is inefficient for solving problems, however. 
It must be viewed as a misguided effort 
toward mastery of the environment and 
restoration of feelings of personal control. 
I cannot overemphasize the importance of 
this viewpoint. Those who work with me 
do not regard disturbed behavior as with- 
drawn or infantile, and certainly not as 
"regressed"—the common word. We re- 
gard this behavior, which disturbs others, 
as an adaptive attempt by the patient to 
attain a goal under limiting circumstances, 
personal or environmental, 

There must be a coach to instruct and 
guide the staff members in their common 
endeavors to recognize and respond thera- 
peutically to these adaptive efforts, mal- 
adaptive as they may seem to be to others. 
And, in sustaining staff or training thera- 
pists, the coach must recognize that, in 
his interaction with students as their 
teacher and in his interaction with the 
nurses and with the staff of the institution, 
he must train and he must educate. His 
relationship to staff members is often simi- 
lar to that of a nurse to a patient or 
a doctor to a patient. The logical coach, 
I believe, is the psychiatrist who has good 
training in general medicine, neurology, 
psychodynamics, and sociology. This psy- 
chiatrist must be aware of the implications 
of his "coaching" as therapeutic for the pa- 
tient, the staff, and the institution, and be 
ever conscious of the process initiated by 
his arrival on the scene. 


CLARA LOUISE BEERS 
1874—1966 


The National Association for Mental Health is saddened by the death of Clara 
Louise Beers, devoted wife of the late Clifford Beers, founder of the modern men- 
tal health movement here and abroad. Mrs. Beers inspired and aided her husband 
in his work and made a significant contribution to the organizations he helped to 
establish. 


WILLIAM C. MENNINGER, M.D. 
1899-1966 


The National Association for Mental Health—and indeed all who are interested 
in the movement—mourn the death of Dr. William C. Menninger. He was one 
of the world’s best known figures in psychiatry; but, more important, he was one 
of the best friends the emotionally ill ever had. His honors, his books, his or- 
ganizational activities, and his achievements generally would take many pages to 


list. To the mentally ill, however, his major contributions were two in number: 
he traveled the four corners of our nation, speaking to legislatures on their be- 
half; and, probably more than any other individual, he succeeded in raising 
standards in public mental hospitals. "Together with his brother, Dr. Karl Men- 


oiu he made a tremendous impact on public understanding of emotional 
illness. 
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